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during the Doctorate of Psychology (PsychD) clinical training course. The portfolio is 
comprised of three dossiers: (I) the academic dossier, (II) the clinical dossier and (III) 
the research dossier. These dossiers are presented following an acknowledgments 
section. Each dossier is comprised of a series of individual assignments. Where the full 
assignment is not included for confidentiality reasons, a summary of the assignment is 
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accounts and two summaries of the personal and professional learning discussion 
group process accounts. The clinical dossier begins with an overview of the clinical 
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completed during training, one of these being a summary of the oral presentation of 
clinical activity. The research dossier consists of the service related research project 
completed in the first year, the major research project completed over the last two years 
of clinical training and, finally, the research log check list and the abstract of the 
qualitative research project completed as part of training.
The selection of work presented here aims to reflect the diverse nature of the work 
undertaken during clinical training. To demonstrate the development of the author’s 
skills in academic, clinical and research work, assignments are presented in the order in 
which they were completed within each of the three dossiers. Full assignments appear 
within each dossier before presentation of the summaries of assignments that cannot 
be included in full. All names and details of clients and organisations have been 
removed or changed to preserve anonymity and confidentiality.
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Adult Mental Health Essay
Critically evaluate the concept of ‘mentallzatlon’ and Its 
utility In the formulation and treatment of an adult psychological problem.
Year 1 
December 2008
Adult Mental Health Essay
Introduction
The word mentallzatlon has been revisited over the last decade by Professor Peter 
Fonagy and colleagues to try to define it as a distinct concept. After completing a 
literature search on ‘psyclNFO,’ I found the concept of mentallzatlon seemed most 
frequently to be connected with trying to better understand and inform psychological 
treatment for individuals with borderline personality disorder (BPD). My experience of 
working with people with a diagnosis of BPD in the NHS is limited. I have worked in 
teams that care for those with BPD and have become aware of assumptions that 
people with this diagnosis are ‘treatment resistant’ or 'difficult to treat’. A fried has also 
recently been diagnosed with BPD. Being a friend of someone with this diagnosis, but 
also aware of the difficulties in treating it, I was drawn to this essay question as I had a 
natural curiosity to find out more about mentallzatlon on a personal level. Aware I will 
soon be treating individuals with this diagnosis I also wanted to increase my knowledge 
about BPD and possible treatments for it, to enhance my capabilities on a professional 
level. I have therefore chosen to look at the concept of mentallzatlon in relation to this 
psychological problem.
When looking at the question, I see three distinct parts; defining and critiquing the 
concept of mentallzatlon itself, critiquing its use in formulating and critiquing its use in 
treating BPD. I will then consider the implications for practice in the NHS before 
concluding.
Mentallzatlon -  The Concept 
Definition
Mentallzatlon is a concept that sits under the umbrella of psychodynamic therapies. 
More recently it has been defined as ‘the mental process by which an individual 
implicitly and explicitly interprets the actions of himself and others as meaningful on the 
basis of intentional mental states such as personal desires, needs, feelings, beliefs and 
reasons’ (Bateman & Fonagy, 2004, p.xxi). For example, I would mentalize that the 
other evening when I got annoyed at my partner for not tidying the dining room table, 
my behaviour towards him was actually due to the fact I was anxious about completing 
this essay. I could further understand, by mentalizing, that my partner’s actions were 
not due to him actually trying to annoy me, but rather due to his desire of wanting to go
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out and his belief that I was not going to work on my essay that evening and so did not 
need access to the dining table.
The current model o f mentalization
The concept of mentalization, as defined above, is described in a developmental and 
transactional model, with attachment theory at its heart (Fonagy & Bateman, 2007). It is 
believed that acquiring the ability to mentalize is a process dependent upon having had 
secure attachment relationships in early childhood. The concept draws specific 
attention to the need for marked and contingent mirroring in childhood, as to understand 
another’s behaviour we must first have had our own understood and validated by others 
(Fonagy & Bateman, 2007, pp.84-85). Children are then able to gain a sense of self as 
a mental agent (Fonagy at al., 2003). Through attachment relationships, children 
acquire an understanding of five ‘increasingly complex levels of agency of the self; 
physical, social, teleological, intentional and representational’ (Bateman & Fonagy, 
2004, p.59). Children experience awareness of mental states within two modes; psychic 
equivalence mode where they assume what is in their mind is real and pretend mode, 
where the child can contemplate what is in their mind, as long as no connection is made 
to reality, for example in early pretend play (Bateman & Fonagy, 2004). In normal 
development the child is then able to integrate these two modes to achieve 
mentalization by the age of six (Bateman & Fonagy, 2004).
How the capacity to mentalize is achieved, is complex and detailed. I elaborate no 
further here on what the concept itself is, as I feel it would neither do justice to the 
concept nor aid in critiquing (for a detailed account see Bateman & Fonagy, 2004, 
ch.3). I now turn to critiquing the concept.
A new concept?
When researching this concept it was clear to me mentalization had many conceptual 
overlaps with other established ideas. Indeed, the word mentalization has been around 
in various literatures since the 1960s, but with different definitions (Choi-Kain & 
Gunderson, 2008). Holmes (2005) identifies common characteristics of francophone 
psychoanalysis, cognitive psychology and psychoanalytic object relations theory in 
mentalization. Allen (2006) also declares the concept has links to many other domains 
of knowledge. The question that came to my mind was whether mentalization, as
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defined here, was actually different from other concepts. As there are many conceptual 
overlaps suggested, I have chosen here to discuss how mentalization might be viewed 
as different from affect consciousness and theory of mind. These are two particular 
concepts where I found it hard to see mentalization as something different. By focusing 
on these examples, I hope to demonstrate a more in depth critique of the concept, 
rather than skimming over every conceptual overlap. I begin with affect consciousness.
Affect consciousness is the ‘mutual relationship of basic affect activation and the 
individual’s capacity to perceive, reflect upon and express affect’ (Mohaupt et al., 2006, 
p.237). A study by Monsen at al. (1995) showed that as affect consciousness improved 
so did quality of contact in relationships, as a result of an improved sense of self. Choi- 
Kain and Gunderson (2008) state that although affect consciousness and mentalization 
involve the same components of processing affect, subtle differences are apparent. For 
example, compared to mentalization, affect consciousness focuses more on conscious 
expression and awareness of affect states. Mentalization sees affect as being partly 
beyond a person’s cognitive apprehension (Mohaupt at al., 2006). The two concepts 
are also built on different theoretical backdrops and use these differently to explain how 
difficulties in attachment relationships give rise to personality disorders (Mohaupt et al., 
2006). Other differences have been noted (see Mohaupet at al., 2006 for a full 
comparison) but I have chosen to only highlight a few to illustrate they exist.
I turn now to Theory of Mind (ToM) which is ‘the ability to understand that a person has 
feelings, thoughts and beliefs that may not match reality’ (Colie at a i, 2007, p.716). This 
concept has been applied to understand difficulties individuals with autism have with 
interpersonal relationships (e.g. Colle at al., 2007). Now it appears this concept is being 
applied via mentalization to understand BPD. I choose here to focus on what 
distinguishes mentalization from ToM, as similarities are clear from the two definitions I 
have given. Firstly, ToM has been defined as cognitively focused and other-orientated, 
while mentalization can be seen to focus on more internal or self-orientated dimensions 
(Choi-Kain & Gunderson, 2008, p. 1131). Secondly, difficulties in acquiring ToM are 
thought to be the result of a neurodevelopmental failure from birth, while in 
mentalization deficits are thought to occur due to environmental circumstances (Frith & 
Frith, 2000). To highlight the difference, an individual with theory of mind could 
recognise their friend has the potential to have a different perspective on abortion 
compared to them. An individual with the capacity to mentalize could further recognise 
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that the content of their friend’s perspective on abortion is likely to be negative due to 
their religious beliefs.
I am aware research is investigating potential neurobiological explanations for 
mentalization (e.g. Fonagy & Bateman, 2006a). As mentalization is so complex and 
detailed, many brain regions are thought to be involved. Future research may help 
further distinguish mentalization from other concepts in terms of brain activity utilised.
By illustrating with a few examples, I have shown that the current definition of 
mentalization appears to separate the concept from existing conceptual cousins. I 
personally have found the concept to be a very broad one and noticed how specific 
parts of the concept needed to be focused on, to distinguish the term and help with its 
definition. At times I have been confused to what extent mentalization offers something 
new, due to the overlapping terminology found in different papers and books. I agree 
with a book review that highlights mentalization is often ‘expressed in language that is 
not easily accessible to the clinician’ (Koh, 2004, p.87). Indeed, it has been described 
as ‘potentially beyond manageable bounds’ (Allen, 2006, p.6). I cannot help thinking if I, 
having had time to immerse myself in the literature, cannot easily grasp the concept, 
are service users going to be able to? I draw here on my experience of seeing how hard 
it has been for my friend to try to understand various terms she has encountered in 
mental health services. I therefore decided to look at whether there had been any 
research into service user’s experience of mentalization. After searching databases like 
‘psyclNFO’ and ‘Google’, I came across an account of one lady called Marion Janner 
who had experienced treatment based on mentalization (Janner, n.d.). She notes I 
struggled to understand what exactly this is....’ For me a gap in research literature is 
apparent here as I could not find any more information from service users regarding this 
concept.
Above, I have demonstrated that although confusing, mentalization appears to offer an 
extended understanding from similar concepts such as ToM. I am now going to look at 
how and why mentalization may be useful in formulating and treating, the psychological 
problem of BPD. Before I do this I will first define BPD for the reader. I will then briefly 
comment on treatments for the disorder, to give the reader a context of where 
mentalization sits. I will finally look at whether mentalization is useful in aiding or 
replacing current formulations and treatments of BPD.
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Mentalization and Borderline Personality Disorder 
BPD  -  definition, onset and prevalence
The international classification of mental and behavioural disorders defines BPD as a 
disorder where ‘the patient’s own self-image, aims and internal preferences are often 
unclear or disturbed’ (World Health Organization, 1992, p.204-205). They say BPD is 
one of a number of possible personality disorders and usually occurs in late childhood 
or adolescence and continues into adulthood. The diagnostic and statistical manual of 
mental disorders defines an individual with BPD as having ‘a pattern of instability in 
interpersonal relationships, self-image, and affects' (American Psychiatric Association, 
2000, p.685). How useful it is to categorise or classify something as complex as 
personality has long been a point of contention with both academics (e.g. Ryle 1997) 
and service users (e.g. Horn et a/., 2007).
BPD is more often diagnosed in women than men with some suggesting a 3:1 ratio, 
although the reasons this may occur are not fully known (Bjorklund, 2006). The 
prevalence of the disorder is also not accurately known, but the more recent estimates 
suggest a prevalence of less than 1% (Coid et al., 2006; Torgersen et al., 2001). It is 
most frequently reported in North America, Europe and the U.K, with little occurrence in 
developing countries (Bjorklund et al., 2006). However, more research is clearly needed 
to look at the socio-demographic relationships with prevalence (Bjorklund, 2006). BPD 
is often co-morbid with other disorders such as depression, anxiety, bi-polar, drug and 
alcohol disorders and eating disorders (NICE, 2008).
History o f treatments
There have been a range of treatments for BPD from psychoanalytic psychotherapy in 
the 1970s, to more recent therapies like dialectical behaviour therapy (Linehan, 1993) 
and cognitive analytic therapy (Ryle, 1997).
After researching various treatments for BPD and thinking of my own experience in 
mental health teams, I noticed a general consensus that no current treatment is seen as 
being truly successful. I therefore felt that to see if mentalization was a useful concept, I 
would compare it to a current treatment for BPD to see if it succeeded where others had
not. I have chosen to discuss the utility of mentalization alongside cognitive analytic 
therapy (CAT), as both are part of a small group of psychotherapy approaches that offer 
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suggestions for treatment of BPD specifically (Bateman et al., 2007). I do not consider 
the other more recent treatments of BPD to be any less important or irrelevant, but have 
chosen to focus my critique at this point so the arguments I make can be more thorough 
and detailed. I will now address how useful the concept of mentalization is in 
formulating about BPD and will then go on to look at its use in treating BPD.
Mentalization -  Formulation of BPD
Definition
At its simplest level, my understanding of formulation is that it entails integrating and 
combing information to hypothesise what predisposes, precipitates, perpetuates and 
maintains an individual’s difficulties. We, as psychologists, do this by drawing on a 
range of evidence based theoretical models (Johnstone & Dallos, 2006). Formulations 
about a person’s difficulties are used to help select and guide interventions (Johnstone 
& Dallos, 2006).
Formulation o f BPD -  CAT vs. Mentalization.
CAT sees an individual's relationships with another as a procedure, where external 
factors lead to mental processes which give rise to behaviours. Mental processes are 
then activated again to evaluate the consequence of the behaviour (Ryle & Kerr, 2002). 
So ‘in seeking relationships with another, one plays a role based on the expectation of, 
wish for, or the attempt to elicit, one particular outcome, namely their acknowledgement 
and reciprocation' (Ryle & Kerr, 2002, p.9). This four step procedure has been termed 
an individual's reciprocal role procedure (RRP). Individuals with BPD are thought to 
have negative and limited RRPs (Bateman et al., 2007). For example Ryle (1997) 
describes a case where a person's RRP is around neglect and rejection. The individual 
may then behave in a certain way to provoke rejection in another in order to confirm 
their RRP (Ryle, 1997).
The aim in CAT formulation is to identify an individual's target problems and see how 
their RRPs are maintaining these (Ryle & Kerr, 2002). This is done via written work and 
diagrams and many reformulations are worked through as a greater understanding is 
achieved (Ryle & Kerr, 2002). I note here that I make no attempt to offer a full 
explanation of CAT, as my objective is to explain enough so that the reader can see 
how mentalization might be discussed alongside it.
_
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Bateman and Fonagy (2004) say that the problem with a CAT formulation is that it lacks 
specificity. It may be clear why a person has a RRP around neglect due to early life 
experiences, but why and how does this lead to difficulties? I now look at the 
formulation of BPD using mentalization, to see if it can help with this critique of CAT.
Fonagy and Bateman (2007) assume that a core component of BPD is a person's 
reduced capacity to mentalize and that this has resulted due to difficulties in early 
attachment relationships. There is much evidence to show that individuals with BPD are 
more likely to have suffered traumatic experiences, such as abuse, growing up. For 
example in a study by Zanarini et al. (1997), out of 358 patients with BPD, 91% 
reported abuse and 92% reported suffering neglect before the age of 18. However, not 
every individual with the diagnosis has been abused or suffered great trauma. What I 
think is useful about mentalization is that it recognises the individual and the 
environment as effecting each other. Multiple factors such as problematic parenting, 
problems with bonding, low family cohesion, genetic inheritance and high instability are 
seen as affecting one's ability to mentalize (Fonagy & Bateman, 2007). The 
consequences of these kinds of difficulties mean that mentalizing is either not acquired 
(deficit), is derailed due to the individual not being able to regulate affect, or is 
abandoned as a defence. This is where the individual reverts back to experiencing 
mental states in the 'psychic' or 'equivalence' mode, as mentalizing becomes too 
painful (Fonagy & Bateman, 2007). As CAT is a short term therapy, Bateman et al. 
(2007) suggest reaching a formulation too early with an individual with BPD may mean 
they revert to pretend mode and fail to mentalize. Mentalization addresses this by 
'formulating a process rather than actual relationship patterns' (Bateman ef a/., 2007, 
p.58).
So returning to the CAT formulation, mentalization would help us understand the 
underlying developmental reasons for an individual’s difficulties with reciprocal roles 
and the consequences of that for the individual (Bateman & Fonagy, 2004).
Thinking now about the way formulation is achieved in CAT, I draw on my experience of 
working with cognitive behavioural therapy, which makes me aware not every client 
finds it easy to write down and understand their problems visually. At this point I asked 
myself what formulation do service users want?
14
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What formulation do services users want?
I have quickly noticed since working in the NHS, how people tend to appear to favour a 
formulation that aims to understand their difficulties from multiple angles, placing 
varying amounts of importance on different factors. I did some research on service 
users who had a diagnosis of BPD. I found individuals might favour a formulation using 
mentalization and find it useful, as it would mean ‘people are seen as having damaged 
rather than disordered personalities’ and thus recovery is possible (Stalker at al., 2005, 
p.360).
A final thought for practice
A function of formulation is to inform appropriate treatment options. As I shall 
demonstrate in depth below, assessing mentalization, or lack of it, is difficult for many 
reasons. I wonder therefore, how do I as a therapist assess an individual’s potential for 
learning the ability to mentalize and thus determine if a treatment based on 
mentalization is most appropriate for them?
Above I have looked at how mentalization would guide us in formulating about BPD and 
why I think this is useful. I have also shown that mentalization can aid other 
formulations such as CAT. I go on to look at its utility in treating BPD, looking first at 
current guidance for treatment.
Mentalization -  Treatment of BPD
Current guidance
The upcoming NICE guidelines due for publication in 2009, state that psychological 
therapy for BPD should be in at least two modalities and that brief psychotherapeutic 
interventions (under three months long), should not be used (NICE, 2008). However 
reading this guidance left me feeling frustrated -  the proposed treatment and care for 
those with BPD seems idealistic. I think that these guidelines are dependent on 
resources, size of NHS trusts and referral rates of BPD as the guidance acknowledges 
(NICE, 2008). In terms of mentalization, this is an important issue to me when 
determining whether the concept is a useful one or not; is it going to aid treatment given 
constraints of the NHS? I will now address this question comparing mentalization again 
to CAT.
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Treatment -  CAT vs. Mentalization
CAT is used on average for 16-24 sessions with individuals (Ryle & Kerr, 2002). The 
advantages of this for services in terms of cost-effectiveness and number of clients 
seen are obvious, but what about the advantages for clients? To date no randomised 
control trials of CAT for personality disorder have been conducted (Ryle & Kerr, 2002), 
although it is my understanding some are in progress. There have however, been other 
studies produced to suggest CAT may be useful to clients. For example Ryle and 
Golynkia (2000 as cited in Ryle & Kerr, 2002) showed that six months after receiving 24 
out-patient sessions of CAT, half their sample no longer met the criteria for BPD. 
Bateman and Fonagy (2004) say these kinds of results tend to show the unstable and 
fluctuating nature of the disorder rather than a reduction of symptoms. Moreover they 
suggest that focusing on interpretation rather than processes mean CAT is less 
effective. For me, although I would want to see more research evidence for CAT, an 
integral part of whether something is useful or not is whether the people receiving the 
treatment find it useful. Unfortunately there is little out there that I could find to describe 
how service users have rated CAT and again this highlights a gap in research. So I ask 
myself if the evidence for short-term therapies, like CAT, from research and service 
user experience is lacking where is the evidence for mentalization being useful?
To date three related studies have looked at the utility of mentalization, comparing the 
effectiveness of a partial hospitalisation programme, (where patients received treatment 
based on the concept of mentalization), with routine psychiatric care for those with BPD 
(Bateman & Fonagy, 1999). These studies used a randomised control design with 38 
patients being allocated to either group. Patients in the partial hospitalisation group 
received individual and group work helping them to mentalize (Bateman & Fonagy, 
1999). This group showed a statistically significant decrease on measures including 
frequency of suicide attempts, acts of self-harm and number and duration of in-patient 
admissions (Bateman & Fonagy, 1999). The second study (Bateman & Fonagy, 2001) 
looked at whether these gains were maintained after a period of 18 months. It showed 
that patients in the partial hospitalisation programme not only maintained their previous 
gains, but showed a significantly different continued improvement in contrast to the 
control group (Bateman & Fonagy, 2001). Recently an eight year follow-up of these 
patients has been produced showing maintained improvement (Bateman & Fonagy,
2008).
_
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So treatment based on mentalization appears to offer useful treatment in comparison to 
CAT, however I will now look at some criticisms I found with this research.
The problems
From reviewing the research evidence I thought how difficult it is to determine whether 
a therapy is useful or not, in comparison to another, when each study uses different 
outcome measures and criteria for inclusion. I had not appreciated how hard it is to 
randomly allocate individuals with BPD to a treatment condition. Bateman and Fonagy 
(2004) highlight clients can often feel anxious, uncertain and a sense of a loss of control 
by participating in randomised control trails (pp.52-53). Thus research of this nature 
concerning individuals with BPD, can have large drop-out rates and gaps in data that 
make it hard to determine a treatment’s usefulness (Bateman & Fonagy, 2004). For me 
a good thing is that a randomised control trial was used despite its difficulties. Moreover 
the aim of the study was to show clinical effectiveness of the treatment rather than 
efficacy (Bateman & Fonagy, 2004). By using a sample of everyday patients, 
generically trained non-specialist practitioners and a normal client setting, external 
validity and generalisability were increased. I am aware the trade-off was a decrease in 
internal validity.
To be tested in the above studies, mentalization needed to be operationalised. In the 
studies so far the Reflective Functions Scale was used to asses a person’s mentalizing. 
However this measure has not been fully validated for use with clients with BPD and 
there are also problems with inter-rater reliability (Choi-Kain & Gunderson, 2008). There 
are obvious gaps in this research such as the need for findings to be replicated and 
reproduced (once the measures have been validated) in other settings and with larger 
samples. I wonder if treatment based on mentalization appears more useful or effective, 
as it offers group and individual work? At this point I am struggling to be convinced it is 
the mentalization component of treatment that is useful, or whether it is other variables 
such as staff attitudes and a supportive environment that are in fact most useful. I go on 
to look at some further thoughts I had.
I am interested to know the role other factors play in seeing the capacity to mentalize as 
being useful in treatment of BPD. I draw here on my knowledge that how a disorder is 
constructed within different cultures affects how or what an individual must do in order 
to begin ‘recovering’ (e.g. Bender et al., 2007). I wonder does the way BPD get
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constructed mean that in different cultures even with the capacity to mentalize, an 
individual is still not seen as ‘recovering’?
A final difficulty I had was that the huge majority of material concerning mentalization is 
written by a cohort of authors, who work closely together around this subject. I found it 
hard to find any objective review of the concept and it has been hard to determine the 
utility of mentalization when it is not widely being used in treatment. I am therefore 
aware that I have had to rely on only a few articles that offer an objective critique of the 
concept.
So above I have looked at the evidence that suggests the concept of mentalization is 
useful in treating those with BPD, but have addressed the limitations of this. At this 
point I was interested in what service users thought so I turn back to Marion, a service 
user who has experience of mentalization.
Service users
Marion (Janner, n.d.) speaks highly of treatment based on mentalization, noting positive 
aspects like therapy being supportive and non-judgemental. Marion states that her self- 
harming reduced and that she felt she was not 'bursting with feelings she didn’t know 
what to do with'. For me I cannot be convinced that Marion's positive experience was 
down to the concept of mentalization rather than the individual attributes of the therapist 
she saw. I felt that the positive aspects of therapy she highlighted are something every 
therapy should offer (e.g. Horn et al., 2007; Stalker et al., 2005) and did not seem to be 
as a result of mentalization. Once again evidence from service users and whether they 
have found the concept of mentalization useful or not in treatment is lacking.
I turn now to looking at the utility of the concept for me in practice in the NHS.
In Practice
A problem for me is treatment using mentalization relies on the fact that a therapist’s
own ability for mentalizing is well formed and has not been restricted during childhood 
(Bateman & Fonagy, 2004). Evidence has linked poor attachment with socioeconomic 
status (e.g. Bowlby, 1988). If attachment is so closely linked with mentalizing, does that 
mean psychologists from poorer backgrounds that experienced attachment difficulties, 
are less able to provide treatment using mentalization? The Department of Health
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(2003) already suggests a select group of individuals have the skills to work with those 
with a diagnosis of BPD. Does the above mean that an even smaller number of 
individuals are able to provide support using mentalization? I wonder also how I would 
explain the concept of mentalization to a client. Although I can see the usefulness for 
many in seeing their difficulties explained by something other than it being their fault.
Another problem for me is the use of the Reflective Function Scale. Despite issues with 
its validity it is also time consuming and costly (Choi-Kain & Gunderson, 2008). This 
limits the utility of the concept in treatment in the NHS. Treatment based on 
mentalization itself is also long-term with partial hospitalisation recommended -  a total 
of 36 months (Bateman & Fonagy, 2008). An out-patient programme is being developed 
to support those with less severe levels of BPD to help address this critique (Bateman & 
Fonagy, 2008). If future research supports the use of this concept, I fear it will be for a 
minority of clients that meet a severity criterion, due to its intensive and long term 
nature. Bateman and Fonagy (2004) say that alongside treatment based specifically on 
mentalization, the concept should be used whatever the orientation of therapy. However 
I feel caution needs to be applied here. Neurobiological evidence has suggested the 
attachment and mentalization systems, whilst exclusive from one another, are also 
interactive (Fonagy & Bateman, 2007). Thus a useful caution for treatment arises as 
activation of the attachment system, usually desired for successful therapy, can inhibit 
mentalizing (Fonagy & Bateman, 2007). If I am to use the idea of mentalization I would 
want training and at present I do not feel there is enough evidence to warrant the cost 
of training staff.
To bring this section to a close, I see the main utility of the concept of mentalization as 
having re-awakened a debate around not only the treatment of BPD but its origins. This 
has generated a fresh development of research into the idea and has aided in sparking 
policy change (e.g. Department of Health, 2003). Moreover, the utility of mentalization 
is its suggestion that individuals with BPD can be successfully treated and the ideas on 
how health professionals might do this (Fonagy & Bateman, 2006b). On both a personal 
and professional level I hope this will result in the stigma around those with the 
diagnosis be re-visited and tackled.
Conclusion
I have demonstrated that the definition and complex nature of mentalization make it
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difficult to appreciate what it is trying to encompass. I have commented on the 
consequences of this for both myself and service users. Despite this I have shown the 
concept is very useful in understanding the possible origins of BPD, which in turn aids 
formulation of an individual’s difficulties. I have shown that current evidence for using 
treatment based on mentalization has some faults that need to be addressed in the 
future. Further to this, inclusion of service user views is also a necessary area for future 
research. I then critiqued the use of mentalization in practice highlighting current 
suggestions for its use may be too lengthy and expensive to be adopted as a treatment 
available to all who present to services with BPD. I finished with stating that I felt the 
main utility of the concept was sparking discussion around the subject of BPD.
I have found writing this essay rewarding but challenging. Visiting the topic of BPD 
opened up other issues and debates for me to think about and I found it hard not to 
include all these. Tackling the question in three parts meant there were almost three 
questions to answer and I felt I could never critique as much as I wanted to. 1 feel this 
essay has helped me gain a better understanding of what both mentalization and BPD 
are. 1 feel that mentalization will help me most in formulating about an individual’s 
difficulties. I look forward to future research and debate around mentalization to see 
whether it is adopted as a common treatment approach.
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Introduction
Giving and receiving supervision has long been an embraced and required role of the 
clinical psychologist (British Psychological Society (BPS), 2003). However, it is only 
more recently that clinical psychologists have begun to seriously consider delivering 
consultation, as a potentially equally important part of their role (Pilgrim, 2008). With the 
development of initiatives such as ‘Improving Access to Psychological Therapies’ 
(Department of Health (DoH), 2008), there is current political emphasis on 
psychologists to promote and defend their unique set of skills outside of the ‘therapist’ 
role. The New Ways of Working for Applied Psychologists stated psychologists should 
‘develop their role in contributing to the improved effectiveness of services through 
process consultancy at systems level, peer consultation and supervision’ (BPS, 2007, 
P-7).
I have little experience of consultation, or delivering supervision; however, I am aware 
of their importance in the role of a clinical psychologist and acknowledge that once 
qualified, I will be required to carry out these competencies. It is for these reasons I was 
drawn to this essay question. I am aware supervision and consultation occur in many 
different settings and amongst many different professionals. In order however to draw 
on my current and past experiences and to ensure an in-depth discussion can occur, I 
will focus on clinical supervision (here on referred to as supervision), delivered by a 
clinical psychologist to another psychologist and consultation delivered by a clinical 
psychologist, to a range of health care professionals you may expect to find in an adult 
mental health setting.^
I will first attempt to define supervision and consultation in the given context, before 
discussing the similarities and differences in the content and process of each practice. I 
will then explore the challenges and possible solutions to evaluating both practices 
within the NHS, concluding with some reflections on writing this essay.
 ^ It is worth acknowledging that 1 will not be considering permutations of the concepts such as 
line management supervision, peer supervision, academic or research supervision or 
consultation to governments, non-government organisations, and public bodies.
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Supervision and Consultation
I could potentially write a separate essay on the problems with defining both concepts,^ 
but for purpose of this essay I have chosen an empirically derived definition of 
supervision, which develops and extends perhaps more popular but less robust 
definitions (e.g. Bernard & Goodyear, 2004). Thus supervision for the purpose of this 
essay is defined as:
The formal provision, by approved supervisors, of a relationship-based 
education and training that is work-focused and which manages, supports, 
develops and evaluates the work of colleague/s (precision). The main methods 
that supervisors use are corrective feedback on the supervisee’s performance, 
teaching, and collaborative goal-setting (specification). It therefore differs from 
related activities, such as mentoring and coaching, by incorporating an 
evaluative component (precision by differentiation)...Supervision’s objectives 
are “normative” (e.g. quality control), “restorative” (e.g. encourage emotional 
processing) and “formative” (e.g. maintaining and facilitating supervisees’ 
competence, capability and general effectiveness) (specification by identifying 
the functions served). These objectives could be measured by current 
instruments (operationalization). This definition is supported by recent reviews 
of the empirical literature (e.g. Falender & Shefranske, 2004; Watkins, 1997) 
and by consensus statements (e.g. Falender et al., 2004). (Milne, 2007, p. 
439)
Consultation, as delivered by clinical psychologists in the context of NHS clinical 
settings, has been far less defined. Traditionally, consultancy is defined as giving 
‘specialist advice on a particular subject’ (Cambridge Advanced Learner’s Dictionary 
Online, 2008). Recently in the context of clinical work, it has been described as 'offering 
a way of thinking to help draw out and enhance the skill of the consultée...the 
consultant aims to empower the consultée in their work...not to disempower them by
For a critical review on the definition of clinical supervision please see Milne (2007).
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locating all the expertise and knowledge in the consultant’ (Lake, 2008a, p. 15). The aim 
of consultation therefore, is to aid the management and development of the client under 
the consuitee’s care, by facilitating a problem-solving process (Brown et a i, 1991). It is 
not about taking on the role of the expert and advising the consultée what to do. Lake et 
a i (2008) suggests that instead ‘we are using our psychological expertise to model a 
psychological approach’ (p.31).
One of the main critiques of both is a lack of agreed upon and widely accepted 
definition (Bernard & Goodyear, 2009), which makes looking at the similarities and 
differences a hard task. There are also many similarities and differences that could 
potentially be explored. I now go on however to discuss a selection of similarities and 
differences, that I feel are central in the process and content of both supervision and 
consultation practices.
Similarities and Differences in the Content and Process 
Similarities
(a) Clients
A common objective of both supervision and consultation is to ameliorate a client’s 
distress and improve functioning. The content of both consultation and supervision is 
therefore usually centred on a client and often involves problems or dilemmas. Lake 
(2008b) comments that consultation is often sought out by a team or individual as a 
result of becoming ‘stuck’ with a client. In supervision, experiencing difficulties with 
clients and identifying learning needs are common (BPS, 2003). Further to this, the 
content of both practices can involve discussing emotions evoked by clients; the BPS 
guidelines (2006) state that in supervision responses to clients are discussed and Lake 
(2008b) states that clients causing teams tension are usually the ones chosen for 
discussion in consultation. The two share similarities in terms of what the content 
should not cover when discussing clients. For example, although a client’s history may 
be explored in both practices, neither practice should seek to diagnose clients or 
produce official assessments (Milne, 2006). Rather, what both may do is identify gaps 
in records or knowledge regarding individuals and highlight questions that need further 
investigation (Lake, 2008b).
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(b) Formulation and reflection
Formulation provides a central part of the content of both supervision and consultation. 
Lake (2008b) proposes that the desired outcome in consultation is facilitating the 
consultee(s) to develop a formulation about the client. In supervision, formulation is 
central for thinking about a client's position, and for making sense of the supervisee’s 
feelings around clients (Milne, 2009). Although clearly part of the content in both, 
formulation itself has been described as a ‘process’ (Johnstone, 2006, p.229).
Reflection is a central process by which formulation is achieved in both practices. 
Supervision offers a reflective space for clinical psychologists to think about their work 
(BPS, 2006). Likewise, Lake (2008b) states that when delivering consultation, 
‘modelling an enquiring, open, reflective and questioning approach’ is pivotal (p. 19). 
Johnstone and Dallos (2006) highlight that reflective and reflexive practices are key in 
formulating.
(c) Evidence base
Supervision and consultation are underpinned by theory and the use of models. Various 
models are used to guide supervision including social role models, task models, 
functional models and developmental models (Bernard & Goodyear, 2009; Milne,
2009). Supervision can also be underpinned by specific orientations and theories, be 
they cognitive, behavioural, psychoanalytic, systemic or integrative (Bernard & 
Goodyear, 2009; Milne, 2009). There are a plethora of models used to inform 
consultation practices in non-clinical contexts such as schools. Some of these may be 
applicable to delivering consultation in clinical practice, for example the ‘problem- 
solving’ model (Bergan, 1995). Rockwood (1993) describes a ‘process’ consultation 
model similar to Lake’s (2008b) ‘cyclical’ model. Both these models aim to position the 
consultant as a non-expert and see them as facilitating the consultée to generate 
options for improved client care. Consultation can also be underpinned by a range of 
different orientation and theories. For example. Lake’s (2008b) cyclical model for 
consultation is underpinned by cognitive analytic, systemic, cognitive behavioural and 
attachment theories. Different models, theories or orientations therefore dictate not only 
the content of both supervision and consultation but also how both are delivered.
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It has been argued however, that it is the supervisory relationship, above any model, 
that is important for successful supervision (e.g. Bernard & Goodyear, 2009). The 
importance of the relationship between consultant and consultée has also been 
recognised. Brown et al. (1991) suggests the principles of the therapeutic relationship 
should underpin the consultancy one and Lake (2008a) argues the use of a model that 
allows a consultant to adopt a non-expert role is most important. Attachment theory 
(Bowlby, 1988) therefore could be central to inform supervision and consultation 
practices. With so many models and orientations to choose from when delivering 
supervision and consultation in clinical teams, attention would then need to be given to 
how this may affect the relationships in both practices.
(d) Learning
Both consultation and supervision can be seen as fundamentally a form of training and 
facilitate personal development through learning (Milne, 2006). The processes by which 
learning and skill development are achieved can be similar in both concepts and involve 
modelling of the 'adaption-through-learning process', such as identifying moderators, 
mediators and mechanisms of change (Milne, 2006, p.219). Stiles and Shapiro (as cited 
in Milne, 2006) identify the process of 'responsivity' in supervision, where the content of 
sessions is adapted to the needs of the supervisee and client at that moment in time. 
This principle could also be applied to consultation. Both also use similar techniques to 
enable learning such as guided discovery, problem-solving and reflection (Bernard & 
Goodyear, 2009; Milne, 2006).
Although it is recognised that the way supervision is delivered is dependent upon both 
the context and the level of training of the supervisee (BPS, 2006), both supervision 
and consultation rely on the process of collaboration to facilitate learning. Indeed, 
research has suggested that the involvement of the consultée or supervisee in 
consultation and supervision is positively associated with client outcomes (Foster et al., 
2007; Kratochwill & Pittman, 2002) and the collaborative relationship has long been 
associated with change (Bordin, 1983) and satisfaction (Ladany ef a/., 1999).
("ej O/vers/fy
Both consultation and supervision are influenced by, and need to consider, diversity in 
their delivery. As discussed, the content and processes of both are influenced by
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theories and research but, as Behring and Ingraham (1998) highlight ‘the fields of 
epistemology, philosophy, and even psychology are recognising the cultural 
embeddedness of theories that guide our professional research and practice’ (p.58). 
They also say that to deliver culturally sensitive practices, one must have an awareness 
of their own culture and how it relates to others. Reflection can develop awareness of 
self and others and ensure diversity is encompassed in formulating. Indeed, Johnstone 
and Dallos (2006) state that when formulating, it is a necessity ‘to be aware of one’s 
own thoughts, feelings, and reactions...one’s own position in terms of professional 
status, gender, class, ethnicity and so on’ (p.2). Therefore, exploration of diversity 
should be part of the content and process of both supervision and consultation. 
Developing cultural competence is something that has been adopted as an essential 
part of training courses only relatively recently (Scaife, 2009). Therefore, continuing to 
develop the cultural competence of the supervisee should form part of the content of 
supervision practice.
Differences
(a) Content
Whilst there are many similarities in the content of supervision and consultation, some 
differences are important to point out. Supervision includes monitoring work load, 
ensuring a balance between client work, indirect work and organisational work (BPS,
2006), whereas consultation does not. Supervision can involve discussions around 
team dynamics and how to affect change. Its major aim is to promote professional and 
personal development (BPS, 2006) and personal difficulties can be a focus of 
discussion. In consultation, discussing personal issues does not occur and Lake et al.
(2008) states that psychologists are actively discouraged from consulting about team 
dynamics, especially when they are fulfilling the role of an internal consultant.
(b) Power
There are significant power differences between the practice of consultation and 
supervision in clinical teams. For example, supervision is a formal process that is time 
protected, lasts throughout an individual’s career and has a set of minimum 
requirements (e.g. at least 60-90 minutes of supervision should occur for every 20 
sessions worked) (BPS, 2003). It is compulsory and there is no ‘opt-out’ (Milne, 2006).
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Consultation has several permutations: Either the team comes to ask for consultation, 
the psychologist offers consultation, or a manager could ask the psychologist to deliver 
consultation. Thus it can be almost ‘thrust’ upon the team who may not be willing 
recipients. Consultation may take place in isolation as a single contact and is not yet 
bound by a similar set of requirements as supervision (Bernard & Goodyear, 2009).
(c) Responsibility and accountability
In supervision the ultimate responsibility lies with the supervisor/university and 
supervisors are required to monitor what a supervisee does with clients following 
supervision (Scaife, 2009). The content of supervision must therefore involve 
documenting the discussion and agreed actions for both the supervisee and supervisor 
(BPS, 2006). The supervisor will also take the role of ‘expert’ when needed, especially 
when ethical practice or client welfare comes into question (Bernard & Goodyear, 
2009). Furthermore, supervision entails an assessment and ‘gatekeeping’ element 
concerning evaluation of competencies (Milne, 2006) that consultation does not. For 
example, the supervisor essentially holds the power to pass or fail an individual on their 
placement whilst undertaking clinical training.
This does not happen in consultation where taking up the position of the ‘expert’ is 
avoided at all cost (Lake et al., 2008). The consultant also has a different level of 
responsibility; whether the consultée acts as a result of the consultation or not and the 
effects on the client are not the responsibility of the consultant. From my own 
experience on my current placement, I have found that this dynamic can be affected by 
being an internal consultant, where the consultant can see if change is occurring 
following consultation and may feel responsible for the client.
(d) Training and qualifications
The differences in power dynamics, responsibility and accountability are also reflected 
in the training and qualifications of consultants and supervisors. This can affect both the 
content and process of how the practices are delivered in clinical teams.
Although it is recognised that training is a process involved in both delivering 
consultation and supervision, there are currently different levels of qualification required 
to initially begin to deliver each practice. To be a supervisor requires a number of years 
experience post qualification and extra training (BPS, 2006). However, in consultation
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there appears to be an expectation that this work can be carried out from the level of a 
trainee (Pilgrim, 2008). It is debated that as trainees we do not actually feel equipped to 
carry out consultation work (e.g. Preedy, 2008). Indeed, from my personal experience I 
am currently expected to carry out consultation work in an area/client group I potentially 
have no experience in. However, it is thought that our ‘expertise’ is the psychological 
way of approaching the problem and that as trainees, we should have the skills to 
model and facilitate an open and enquiring space for problem-solving (Lake, 2008a; 
Lake et al., 2008).
(e) The relationship
Supervision and consultation are both based on a triadic relationship from 
consultant/supervisor to supervisee/consultee to client (Hyrkas & Lehti, 2003). They are 
also influenced by wider systems including government policy. However, there are 
many differences in the relationships within both practices, not least due to the power 
imbalances and responsibilities as described above. This leaves supervisory 
relationships as hierarchical, whereas consultancy relationships are based on equality 
(Bernard & Goodyear, 2009).
It is important to acknowledge how long a supervisory relationship may last compared 
with a consultancy one. The BPS (2006) states the focus, content and process of 
supervision ‘will shift and vary from individual to individual and over time and different 
work contexts’ (p.5). I have found that the fluid and evolving nature of supervision 
occurs in part due to the relationship that can be established, which allows for 
recognition of the supervisee’s competencies and building up of trust which occurs in a 
confidential space^.
As psychologists we may not build up this relationship when doing consultation work, as 
it may be done less frequently and consistently. In order to inform my own practice in 
setting up a consultation session, I visited a number of psychologists who deliver 
consultation and was struck by the differences in delivering internal versus external 
consultation. For example, external consultants seemed less able to gauge teams’
 ^ It is noted that the supervisory relationship is confidential expect in circumstances where 
ethical practice or client welfare is in question (BPS, 2006).
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knowledge and strengths in the same way as an internal consultant. However, internal 
consultants seemed to find it hard to position themselves as the non-experts when 
delivering consultation to their own team (Lake et al., 2008). I am also conscious as a 
young trainee how it may feel for an established and experienced team, or individual, to 
receive consultation from a young professional. I may be seen to have more 
qualifications yet less experience. I could be positioned as the expert or as out of touch 
with the team. These factors may affect the relationship established and effectiveness 
of consultation.
Evaluation
In this section 1 will first define what evaluation is, before considering some of the 
challenges with evaluating consultation and supervision. I will then attempt to suggest 
some possible solutions and actions regarding how both concepts could be evaluated in 
our NHS work.
Definition
Evaluation is ‘the process of assessing the impact of a project, programme or policy 
while it is in operation, or after it has come to an end’ in order to learn lessons and 
improve performance (DoH, 2007, p.3). Evidenced-based practice and our role as 
scientist-practitioners, mean that evaluation is a vital part of informing our own 
continuing practice. In these financial times, where there is a focus on ‘payment by 
results’ (Lake, 2008b), evaluation is also fundamental in demonstrating the 
effectiveness and importance of the skills clinical psychologists offer.
There is a plethora of information written about supervision. However, Hyrkas et al. 
(2006) state that ‘supervision has remained without systematic examination or 
evaluation from both supervisee and supervisor’ (p.522). This is despite it being argued 
that evaluation is one of the skills that can distinguish clinical psychologists from other 
professions (Lake 2008a). Evaluations of consultation have demonstrated its efficacy 
and effectiveness in non-clinical contexts. For example, school-based consultation has 
been evaluated from both a qualitative and quantitative perspective (see Behring & 
Ingraham, 1998, p.57). However, less research and standards for evaluation have been 
set when considering consultation in a clinical setting. For example, although Lake 
(2008b) acknowledges more formal evaluation needs to be developed, he nevertheless
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concludes consultation improves the psychological mindedness and effectiveness of 
consultées, without stating how these conclusions were reached.
Challenges
(a) What are we evaluating?
It struck me that the first question when thinking about evaluation of either practice is: 
What are we evaluating? It was not possible in the scope of this essay to fully explore 
the problems with defining the concepts of supervision and consultation that exist, yet 
this is central to determining what we are evaluating. As highlighted above, both 
concepts involve an intricate interplay between content and process; but are we 
evaluating the content or process, or both, and at what level? Although Milne (2007) 
offers some anchors for evaluation (e.g. ‘has supervision facilitated emotional 
processing?’), we have to contend with how to operationalise and measure these 
dependant variables which often include interpersonal qualities (e.g. being a good 
listener).
(b) Measures
A further problem with evaluating each practice is that measures used are often 
developed specifically for what is being evaluated, thus the validity and reliability of 
measures often comes into question. A review of the evaluation of supervision by Ellis 
et al. (1996) highlighted that 62% of studies reviewed used unreliable or invalid 
measures. Bilsker and Goldner (2002) highlight problems of biases with self-report 
measures, including biases when the rater of the outcome is the professional who 
delivered part of the intervention and may have invested interest in the outcome. These 
are just some examples of the problems with evaluation. I now go on to consider some 
possible solutions for evaluating supervision and consultation.
Solutions
(a) Multi-perspective, mixed methodology
Firstly, given the multiple definitions that exist of each concept, it seems clear that the 
definitions of each practice need to be agreed upon and stated before any evaluation 
commences. Secondly, evaluation needs to take place at each part of the chain from 
supervisor/consultant to supervisee/consultee to client (Hyrkas & Lehti, 2003). This
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would help avoid evaluation being uni-directional (Falander & Shafranske, 2004) and 
the biases that can occur when a single view point is relied upon (Bilsker & Goldner, 
2002). Similarly, Milne and James (2000) propose evaluating each stage of the 
‘educational pyramid’ from consultant -  supervisor -  supervisee -  patient. What they 
helpfully point out is that attention should be paid to changes at different links of this 
pyramid and that these can constitute legitimate outcomes. However, this approach 
seems to neglect other voices, such as that of carers.
It seems important that a mixture of methods is used in evaluation, including both 
qualitative and quantitative methodologies. In addition, both formative and summative 
evaluation should be utilised as ‘the greater the amount of inference required, the lower 
is the inter-rater reliability’ (Falender & Shafranske, 2004, p.211).
(b) Outcome variables
We also need to branch out regarding what we are evaluating and encompass both 
content and process factors as dependant variables. In the case of both practices, an 
early expectation that evaluation is part of the process could aid it being completed. 
Much research has highlighted the importance of obtaining base line measures. Goal 
setting and discussing expectations early on can help determine what outcome 
variables may be applicable when evaluating consultation and supervision (Lehrman- 
Waterman & Ladany, 2001). The Goal Attainment Scale (Kiresuk et al., 1994) could be 
used at the beginning of consultation or supervision to record what expectations and 
goals are desired. Below other possible outcomes are discussed.
(c) Evaluating process
As mentioned above, processes form a large part of how supervision and consultation 
are delivered. Thinking back on my own experience this resonates with me. The content 
of my supervision sessions has remained largely unchanged, however each 
supervisory experience has been very different owing to the processes that have 
occurred in the relationship and how supervision has been conducted. Likewise, I have 
witnessed consultation effectively doing the same thing but in a very different way. It 
seems important therefore, to capture these variables in order to establish 
effectiveness.
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The Evaluation Process within Supervisory Inventory (Lehrman-Waterman & Ladany, 
2001) is a validated measure that asks the supervisee to comment on the process of 
goal setting and feedback within supervision. This measure may not be a useful 
instrument for consultation, however, as it is not the role of the consultant to establish 
goals with the consultée, or monitor and feedback on the progress of these.
The Helpful Aspects of Therapy Questionnaire (Llewelyn, 1988) was developed to 
capture process moments in the therapeutic relationship. This form asks clients to think 
about an event that occurred in the session that was particularly helpful or important to 
them. Following this, the form uses qualitative and quantitative measures to gauge why 
the event was chosen and what it was that made it important for the individual. This 
form could be used as a template to capture pertinent process moments within 
consultation and supervision. It could also be used by both the consultee/supervisee 
and the consultant/supervisor to capture both perspectives on the process.
fd) Evaluating learning
Learning and acquisition of skills and ultimately personal and professional development, 
is an aim of supervision and competency-based evaluation is important (e.g. Milne,
2007). It is also important to evaluate learning in consultation. 360-degree evaluation 
promotes gaining feedback from the viewpoint of multiple perspectives and has been 
said to limit discrepancies found between one view point and reality (Williams & 
Johnson, 2000 as cited in Falender & Shafranske, 2004). This can include a variety of 
methods such as self-report, recordings and ratings of work. This can lead to an 
increased self-awareness, which as Hyrkas and Lehti (2003) argue, leads in turn to 
quality of performance. However, there are a number of studies that question whether 
discrepant feedback actually motivates change (Brett & Atwater, 2001). In addition, 
professionals already using 360-degree feedback have reportedly felt that its 
effectiveness is dependent on a number of variables, such as having skilled facilitators 
(Overeem et al., 2009).
(e) The relationship
Foster et al. (2007) looked at the impact of the supervisory relationship on outcome and 
showed that the stronger the alliance, the better the supervisee’s professional 
development. However, their sample included supervisory dyads from multiple
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professions and the dependant variable of supervisee personal development was only 
rated by the supervisor. Documentation clearly states that there are often significant 
differences between the perspectives of supervisors and supervisees (BPS, 2003). 
Further, this study only measured the attachment of the supervisor. However, it is clear 
that the relationship in both practices may be crucial to effectiveness; therefore in the 
future, attachment from the view point of both parties involved in a supervisory or 
consultancy relationship could be measured. Instruments already exist to evaluate the 
supervisory relationship such as the Supervisory Working Alliance Inventory (Efstation 
et a i, 1990) and could be adapted to measure the consultancy alliance.
CO Eva/uaf/ng c//enf outcome
Government policy has stated 'service users and carers should be involved in the 
commissioning as well as design, delivery and evaluation of psychological services'
(BPS, 2007, p.22). Satisfaction questionnaires are widely used to assess the outcome 
with clients, although cautions in drawing inferences from these are well established 
(e.g. Bilsker & Goldner 2002; Hopkins & Niemiec, 2006). Other questionnaires 
measuring functionality or symptoms are wide ranging, but it is important to note that 
‘there is not a complete correlation between client outcome and competence of 
supervisee’s’ (Falender & Shafranske, 2004, p. 202). The same is likely to be true for 
consultation. It is still important to ask different parties to record what they perceived as 
effective in their treatment and link back results to the content of supervision and 
consultation sessions (Falender & Shafranske, 2004).
D/vers/fy
With regard to consultation, Behring and Ingraham (1998) state that 'it is presently not 
known if current consultation theories and techniques are equally effective or 
appropriate for other culturally distinctive groups’ (p.59). They also present a plethora of 
research regarding how diversity, specifically cultural variants, needs to be more widely 
addressed. Milne and James (2000) highlight when looking at evaluations of 
supervision that all too often data surrounding age, gender and the like is often missing 
from studies, making it hard to determine how and if these factors contribute to the 
effectiveness for each person at each level of the overall process.
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More recently, Falander and Shafranske (2004) review a number of studies concerning 
effectiveness of supervision and found that cultural variants between 
supervisor/supervisee/client were important when individuals considered personal 
development (pp.115-149). These examples simply highlight that these factors need to 
be evaluated routinely at each level of both consultation and supervision.
Implications for Clinicai Practice
In the NHS, it is important to consider the costs of measures used to evaluate, their 
administration length and the ease of scoring and interpreting against reliability and 
validity. My experience in my current placements has also highlighted how important it 
is to consider who you are asking to be part of the evaluation process. For example, my 
supervisor and I have discussed how some support workers where I work may be 
unable to read and therefore would be unable to fill out some evaluation forms and how 
services that serve a diverse population have to consider translating materials into other 
languages. It is also apparent in the NHS that different trusts and individual services 
have individual agendas, budgets and resources, making any kind of comparative 
evaluation of supervision and consultation across services unlikely.
Bilsker and Goldner (2002) question whether we should even complete routine 
evaluations in NHS services if they are so constrained by biases and limitations in 
terms of validities and reliabilities. However, they go on to offer two suggestions. Firstly, 
they suggest using selective independent raters, thus addressing the biases that can 
occur when the rater is the consultant or supervisor themselves, but doing so in a more 
cost effective way than employing independent raters constantly. Secondly, they 
propose that evaluation should use an assessment of fidelity; this looks at how matched 
the intervention is to evidence based practice. They offer some measures for doing this. 
However, the lack of systematic evaluation of supervision and consultation means there 
is a lack of evidence base to practice from. This would need to be established before 
either practice is evaluated using an assessment of fidelity.
Conclusion
I have discussed how both supervision and consultation involve an intricate interplay of 
content and process factors and how despite the concepts overlapping in many ways, I 
have found it useful and important to recognise the two as offering distinct skills and
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practices. I have been able to recognise the need for effective supervision to provide 
effective consultation. I am also more aware of different models that I may want to draw 
upon when delivering either supervision or consultation, but more importantly I have 
enjoyed researching the cultural literature pertaining to consultation. I work with a 
diverse staff team currently and have learnt some important considerations to aid my 
approach to consultation.
I explored multiple reasons for the need to evaluate both concepts, and the challenges 
associated with doing so. I found the potential available means of evaluating the 
concepts overwhelming, but offered a few examples of what may be appropriate to use. 
1 also felt reading the evaluation literature that psychologists have the unique 
knowledge and skills to develop evaluation methods and integrate them into everyday 
practice within teams. Writing this essay has helped me think not only about how to 
evaluate both practices, but the responsibility 1 have for sourcing evaluation options 
when delivering both consultation and supervision throughout my career.
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Introduction 
The task
In September last year, our personal and professional learning discussion group (PPD) 
was given a problem-based learning (PBL) task, to deliver a presentation on the ‘the 
relationship to change’. Following completion of this task I began working in the NHS. 
Now three months on, 1 reflect back on the process of completing the presentation from 
beginning to end, and comment on how it has impacted on my clinical practice. I have 
included brief descriptions of the content of group sessions and some examples of how 
what I have learnt has impacted on my clinical work. I have however, mainly focused on 
what I have learnt and how, as I see this to be the important focus when writing a piece 
of reflective work. After freely writing, I grouped my thoughts under different headings 
to help organise the content for the reader.
The Group Process
The firs t meeting
Due to the scheduling of our group, all eight of us had to meet and begin to get to know 
each other without having the introductory teaching on what a PPD group was. For me 
this led to a lot of confusion and anxiety as I was unsure what our task actually was. We 
started by allocating roles as suggested by Wood (2003). A member of the group 
volunteered to be the ‘chair’ straight away. I was cautious about volunteering myself 
when I was not clear what the task was and ended up holding the role of ‘group 
member’. I remember sitting in front of a diverse group of people and feeling 
apprehensive; would everyone else have more experience than me? Would we all 
agree? Should I volunteer as others have? I felt a sense of competitiveness in this first 
session and felt annoyed I had not volunteered myself for ‘chair’, as I wondered if I 
could ‘prove’ myself and show I had experience and ideas, via my role as group 
member. This feeling was reminiscent of starting in a multi-disciplinary team (MDT) for 
my first placement. I was aware of my young age suddenly and felt intimidated as I 
wondered how others, including my clients, would view me. This surprised me as I 
would describe myself as a confident person. I have since become aware how diversity 
can have both positive and problematic consequences. It is becoming aware of diversity 
issues and understanding them that is valuable.
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The early sessions
We started by brainstorming possible ideas of change. The generation of ideas was 
vast. At the time I found this frustrating, as I wanted to begin focusing down ideas and 
progress with the task. I found it hard to put my trust in others at this point and to 
progress at the pace of the group, especially when there was a lot at stake for me 
personally and professionally if we failed the task. I remember feeling that I had a lack 
of control. I had no choice in deciding who was in my PPD group and yet I knew I had to 
work closely with them to achieve common goals over the next three years. I felt 
vulnerable as a result. This experience made me think how clients might feel, especially 
at the start of therapy or engagement with a team, when everything is ambiguous and 
new. After a few sessions, the group acknowledged that each member had come with 
their own expectations, hopes and fears. Once this had been discussed openly, I felt a 
lot better as my anxieties had been validated. I have found this open conversation 
something that has been useful to normalise client’s fears and validate concerns, but 
also useful in conversations with staff from varying disciplines, to ensure people feel 
different perspectives are listened to.
The faciiitator
Groups were facilitated by a member of staff at the university. I felt that with the 
facilitator, group roles were less defined and I reverted to looking for direction and 
validation from the facilitator instead of the group. I felt I wanted to 'say the right thing’. I 
had to learn to recognise the facilitator role, was a different role to that of a member of 
academic staff and this was hard for me. On reflection, I think the group wanted our 
facilitator’s role to be that of ‘teacher’ or ‘consultant’ (Bolton, 2001) -  an expert who 
knew what we had to do and from whom we could learn things. It came as a shock 
when our facilitator did not take up these roles, but instead let the group and 
conversations develop organically. I feel now the facilitator taking this stance allowed 
the group to respect each other and take responsibility for ourselves, which made us 
closer. I thought about this experience in relation to a client who said she felt she 
needed to say/do the right thing or she would be seen as a ‘trouble maker’. This is 
something I look out for now in practice, especially around completion of ‘homework’ 
tasks, to ensure individuals are not viewing me as the expert and think there is a right 
answer.
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The theory
Eventually we decided we wanted to look at change for a client in our presentation. Our 
facilitator had prompted us to realise we had to apply some theory for our beliefs of 
what affected change. I feel that this is where our group excelled, by breaking this task 
down and taking on shared responsibility to find a theory that could be used to explain 
our ideas. Through researching ideas we applied theory to our hypotheses and decided 
to use the transtheroretical model of change (Prochaska & DiClemente, 1983), to show 
what may influence the different stages a client might go through in accessing therapy, 
comparing the agents of change in the present day to the 1980s. As a supervisee, I 
have since learnt how important it is that theory is applied to a client’s difficulties rather 
than the other way round.
Neither the model, nor us as a group accounted for how transference and counter 
transference affects an individual engaging in therapy (e.g. Yelland & Midence, 2007). 
This has been something I have started to explore in supervision and was especially 
helpful when a client of mine disengaged from therapy and I felt I had 'failed'. It has 
been useful for me to reflect on when change (either positive or negative), is occurring 
and look to theory to help me understand why this change may be happening, for an 
individual client or myself. I am now aware that myself and others are always part of 
different systems that will affect each other in multi-dimensional ways (e.g. Dallos & 
Draper, 2005). I will need to continue to develop this understanding throughout my 
career.
Endings
Sometimes the group was not good at allowing enough time to summarise discussions 
and decide on a plan for individual tasks. I found this frustrating and de-motivating as I 
was unsure what the plan was, or if I had to do anything in the week. When the group 
set enough time aside to do this properly it felt good, knowing the direction and having 
collaboration on ideas for tasks. Ending the group this way helped the group become 
closer, as we reflected on our achievements during the session. My experience in the 
group has particularly made me appreciate endings of individual sessions with clients 
as a trainee. I try to ensure time for exploration and clarification of any tasks, so clients 
do not have a similar experience to some of my endings of group sessions. Indeed, 
Bordin (1979) acknowledges establishing goals, assigning tasks and developing a bond
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as features of a successful therapeutic relationship, and much research has shown this 
to be predictive of positive therapeutic change (e.g. Department of Health, 2001).
The last sessions and realisation o f my role in the group
As we got nearer to our presentation date, I became annoyed during one session. I 
realised the group wanted to have a week off as we had done so well, but my individual 
goal was different -  I wanted to progress on and finish the task early; there were 
competing agendas between myself and the group. It is through writing this I realised 
how task orientated I am. Indeed, I felt my main role within the PBL task was as a 
motivator and ‘interpreter’ (Bolton, 2001). I found I often reflected back another group 
member’s contribution, but in my own words to clarify. I often felt I did this however, in 
order to move the conversation on. In hindsight, I think this can sometimes lead to me 
cutting off individuals before they have finished articulating something in their way. I am 
aware how this can make clients feel not listened to and less empowered and it is 
something I now monitor in sessions. Likewise, being a motivator may have been of use 
in our group task, but in sessions I have learnt that clients need their own motivation for 
change. A client may want to change but is not ready to change. As group members we 
had different costs and benefits for sacrificing original ideas and individual styles to 
achieve an end goal. For one client I have now appreciated that the cost of change in 
therapy outweighed the benefit for him. The motivation for therapy came from his 
carer’s wishes and not his and so there was no personal motivation for him to achieve 
change.
Through this PBL task I was confronted with people that had different learning styles 
and approaches and had to learn why this sometimes frustrated me. I realised my 
previous experiences and job roles were completely task orientated and I had immense 
autonomy and responsibility; suddenly I was in a position where I did not have this and I 
had to recognise my role had now changed to that of a trainee from the competitive 
world of assistant psychologists. I am learning that looking at the process rather than 
the task perse  will help me understand change within my clients, my peers and myself.
The Presentation
I felt really pleased with the presentation our group delivered. It was slightly more 
serious in content compared to other groups, as we had a powerful monologue from a
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client whom we involved in the process of our presentation. I am now trying to spend 
time with clients away from my therapeutic relationships, to gain more of this valuable 
insight into their experiences (Campbell, 2006). I think the presentation went well 
because our facilitator’s role allowed us to gain confidence that it was our thinking and 
process that resulted in a successful presentation. 1 felt proud as 1 knew we had all 
contributed hard work individually. It was not until this point looking at other’s 
presentations, that I think I truly appreciated how the diversity of our group with 
different ages, experiences and cultural takes on change, ended up producing a 
valuable discussion and learning experience for myself.
So what have I learnt?
At first when reading the objectives for this task I thought that being collaborative rather 
than competitive was going to be easy. However I surprised myself a bit when this was 
not the case. I have learnt about myself and why certain emotions were provoked in me 
during the group sessions. Having shared responsibility is something that scared me 
due to me previous experiences. What I learnt was that having others there relieved the 
pressure. More than that, it improved our performance and I have richer knowledge that 
I could only have got from others’ contributions. This PBL task has allowed me to 
become aware of my traits and make changes in my role as a trainee psychologist, a 
supervisee, a member of a MDT and in my role as a team member in my PPD group. 
More importantly, I am aware how my relationships with different groups and 
individuals, are active and constantly changing throughout the process of overarching 
changes, whether at organisational or individual levels.
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Introduction 
The task
In September last year 1^ was placed into a new, temporary group consisting of a 
mixture of second and third year trainees and given a problem-based learning (PBL) 
task on ‘how do we know if Improving Access to Psychological Therapies (lAPT) is 
working?’. Our task was to prepare a consultancy report on how the effectiveness of 
lAPT could be assessed. Three months on, I reflect on the process of completing this 
task. I include some description of the work our group carried out, however, I have 
mainly focused on my reflections regarding how we completed this task and what I 
learnt from this experience. Throughout, I comment about how the process has 
influenced me as a practitioner, giving examples from my clinical practice in the NHS.
The Group Process
The beginning
I missed the first group meeting as I was unwell and remember feeling anxious about 
the group meeting without me. On reflection, I realised this maybe due to the fact that I 
knew none of my PBL group very well, if at all. I therefore did not have an idea about 
what had been discussed during the first meeting. I wondered about the group 
members’ learning styles and their approaches to taking on the task.
During the second meeting, I sought clarity about the group’s understanding of the task. 
This made me feel more involved in the group and helped me to contribute to making 
decisions. This made me reflect upon how, in my current placement, ward rounds are 
managed by the ‘professionals’, who discuss the client before inviting the client to join 
the discussion. This means everyone apart from the client, has a shared understanding 
about what has been said and agreed upon. In hindsight, I recognised I felt confident 
enough to enquire about discussions the group had made. The group all being trainees 
may have aided me in this process. However, it has since made me wonder how a 
client might feel in a similar situation, but with a diversity of professionals; indeed in my
 ^ This reflective account will be written in first person in order to help aid the reflective style of 
this account.
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learning disability placement I have witnessed how comprehension and expression of 
ideas may be especially difficult for clients. My experience in the group has made me 
more aware of the processes around ward rounds and to ensure clients are included.
The focus o f the task
During subsequent meetings, the group discussed the focus of our presentation and 
talked about whether we wanted to think about how we would evaluate lAPT for an 
adult, child or learning disability service. At first it was easy to assume that there was a 
divide of experience; the third years had an additional years training, experience and 
had completed more PBL tasks. Indeed at the start of the task, I felt they were the 
‘experts’ and I was less confident in my skills. In hindsight, these obvious divides in 
diversity were not important ones. I feel what the group did well was to spend time 
talking about previous experiences and we discovered that there were teachers, 
parents and previous lAPT workers among us. In this sense, the group maintained the 
concept of curiosity (Cecchin, 1987 as cited in Mason, 1993) and these discussions 
aided collaboration and bridged any divides between the year groups. We were then 
able to use the group’s diverse experiences in order to shape the focus for our 
presentation, which was to evaluate lAPT in children’s services.
I have since found this experience useful in my clinical practice when delivering a 
recent consultation group. Lake et al. (2008) state a trap for the psychological 
consultant is being perceived as the ‘expert’. As a result, I have been particularly 
mindful of how staff may perceive me in a consultative role. I feel that I have been able 
to facilitate the group more successfully by maintaining curiosity.
Tackling the task
Sessions were moving quickly and I was happy with what we were getting through. 
Having individuals who had previously worked in lAPT services allowed information to 
be gathered quickly and efficiently. Each individual took on a slide to complete 
depending upon their relevant experience. Looking back however, this may have 
hindered the process as we often had to spend meetings recapping what everyone had 
done to minimise duplication.
Despite the pace, at times I felt there were some tensions. For example, individuals had 
different ideas over how much we could include in our presentation given our time limit.
54
Problem-Based Learning Reflective Account II
There were also tensions over how many meetings we needed to have and what was 
‘good enough’. I thought back about why this may have been. We had no facilitator for 
this PBL task and there were no timetabled sessions for the task to be completed. 
There was also no discussion regarding roles despite previous PBL tasks suggesting 
specific roles, such as ‘chair’ and ‘scribe’ should be assigned (Wood, 2003). I think this 
may have lead to some of the tensions in the earlier meetings and lead to members 
being unsure of their roles in the group.
What helped?
Despite tensions, there was no open conflict in the group. Looking back, I began to 
question why this was. Although there was diversity in the group, we had shared 
experiences and commonalities; for example, we all had competing tasks to complete. 
This normalisation and validation of other pressures allowed the group to agree on how 
much time to allocate to this task. Yalom and Leszcz (2005) call this ‘universality’ and I 
indeed felt discussing other pressures led the group to become more cohesive.
I was also mindful that this group task was brief in length and feel this enabled me and 
other group members to sit with any difficult feelings around the task. Levine and 
Moreland (as cited in Brown, 2000) highlight the process of cost-benefit analysis as one 
of the important stages of forming a decision about joining a group. Although we had no 
choice over joining this group, I feel group members were able to weigh up the cost of 
sitting with frustrations against the benefit of allowing the group to proceed without open 
conflict. I wondered however, how this would compare to longer running groups .where 
one experiences little or no actual choice in duration, membership and content, such as 
a multi-disciplinary team or a therapy group. A cost-benefit analysis may be a useful 
tool for me to apply with such groups in practice to aid group cohesion.
Leadership
On reflection, the idea of leadership struck me as important to our group process. 
Although, the divide between second and third years dissipated, for me, their behaviour 
set an important precedent early on. The third years were prepared to travel in on their 
study days despite having additional research demands. I felt that modelling of their 
behaviour and commitment (Bandura, 1971) meant the group’s ground rules developed 
implicitly. However, I feel the group progressed without conflict due to the natural
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emergence of one of the third years as a leader. I felt they were able to demonstrate an 
‘adaptive’ leadership style whereby they dynamically influenced others, whilst also 
adjusting and responding to things that arose (British Psychological Society, 2007). The 
PBL task highlighted that I have not been able to witness leadership qualities in my 
current placement. I have seen the resulting impact on the team and often there are 
conflicting ideas and discrepancies of how one should work.
Applying leadership qualities is an ongoing learning need, especially because as a 
trainee I am expected to take up leadership roles with renewed vigour (e.g. British 
Psychological Society, 2007). I have witnessed that being a good leader does not 
equate to hierarchically being the manager and does not mean having to do everything, 
which I tried to do in my first year of training. I recognise this is neither helpful nor 
effective for me, a team or clients (Rothschild, 2006). The leadership qualities I learnt 
from this group are something I can apply in my work. However I need to remain 
mindful that different styles of leadership may be more effective in particular contexts 
and situations (Moiden, 2002).
My role
My role in the previous PBL task was that of motivator and ‘interpreter’ (Bolton, 2001). I 
had previously reflected that moving things on too quickly may have left others feeling 
unheard and restricted. Despite having monitored this in other settings, on reflection, I 
had fallen back into this role at points. I thought about why this was and realised I was 
especially versed In lAPT having worked in an lAPT service before. In hindsight, there 
was a divide in the group that was dictated by those who had experience of lAPT. This 
difference went across gender, age range and year group. This got me thinking about 
neuropsychology lectures; I struggle with this topic and find it frustrating when 
individuals who know a lot about it answer all the questions. This leaves me feeling no 
more confident with the subject and lost. I wonder now how others in the group that 
were less knowledgeable about lAPT felt about the pace of the sessions and leadership 
style.
Reflecting on my role in this task has highlighted a continuing learning need for me and 
others in the group, to develop awareness of how assuming a particular role can impact 
on others. On my current placement, I am undertaking indirect, joint work with another
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trainee and have taken particular care to ensure that both of us are comfortable with the 
pace of tasks progressing.
The Presentation
Our presentation involved a role play of different stakeholders raising dilemmas and 
questioning the Strategic Health Authority regarding how lAPT was to be evaluated in 
children's services. On reflection, I felt the balance between the efficiency and quality of 
our presentation had been tested. We had completed the task with few meetings but it 
meant we lacked confidence as a group, were not sure of timings and were without the 
humour other groups had. I felt this affected the engagement from the audience. 
Considering the ‘audience’, whether it is other professionals or service users or carers, 
is now something I pay more attention to. Currently in my learning disability placement,
I have found that doing a small bit of extra preparation can yield a large reward in the 
session. For example, I was able to modify a psychometric questionnaire for a young 
girl I was working with which I feel made the experience less daunting and more 
personal, preventing her from disengaging with the task.
I feel what the group did well was to consider the complexity of evaluation. We thought 
about how to evaluate from different perspectives, but also we were able to stress how 
clients with diversity in literacy skills, age levels and languages will need careful 
consideration in order to ensure an accurate view is obtained.
Final Thoughts
Doing this PBL task was not something I was looking forward to, especially as I had 
worked in an lAPT service before. However, I feel I was able to learn a lot from the 
process. I was able to learn that sometimes doing a task in what seems the most 
efficient way may leave others feeling lost and unconfident. I felt I have been able to 
develop as a group member from my first PBL experience, although I still need to be 
aware of what roles I am assuming and consider the ‘audience’. I believe this task has 
enabled me to think wider than the client/therapist relationship and I have gained 
knowledge from witnessing good leadership qualities. This has had a really important 
impact on me as I move on in my training and begin to develop other roles such as that 
of a leader and consultant. I feel I have progressed from a trainee wanting to ‘get it
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right’ in the first PBL task to recognising PBL tasks as a learning experience to help my 
personal and professional development.
58
Problem-Based Learning Reflective Account II
References
Bandura, A. (1971). Principles of behavior modification. Great Britain: Holt, Rinehart 
and Winston.
Brown, R. (2000). Group processes (2"^ edn). Oxford: Blackwell Publishers.
British Psychological Society. (2007). New ways of working for applied psychologists in 
health and social care: Organising, managing and leading psychological services. 
Leister: Author.
Lake, N., Solts, B. & Preedy, K. (2008). Developing skills in consultation 4: Supporting 
the development of consultation skills -  A trainer’s and a manager’s perspective. 
Clinical Psychology Forum, 186, 29-33.
Mason, B. (1993). Towards a position of safe uncertainty. Human Systems: The
Journal o f Systemic Consultation and Management, 4, 189-200.
Moiden, N. (2002). Evolution of leadership in nursing. Nursing Management, 9(7), 2 4 - 
28.
Rothschild, B. (2006). Help for the helper. Self-care strategies for managing burnout 
and stress. New York: W.W. Norton and Company.
Wood, D.F. (2003). ABC of learning and teaching in medicine: Problem based learning.
British Medical Journal, 326, 328-330.
Yalom, I.D. & Leszcz, M. (2005). The theory and practice of group psychotherapy (5*^  
edn). New York: Basic Books.
59
Personal and Professional Learning Discussion Group Process Account
Personal and Professional Learning Discussion Group 
Process Account I
Summary
Year 1 
September 2009
60
Personal and Professional Learning Discussion Group Process Account I
Summary of Personal and Professional Learning Discussion Group Process 
Account I
At the beginning of training, I was assigned to a personal and professional learning 
discussion group (PPD group). These groups offer a chance to meet regularly with the 
same group of peers throughout training, with discussions facilitated by a member of 
staff. This account reflects on my experience of being part of a PPD group during my 
first year of clinical training. I have reflected on several things in the group; the 
negotiation of completing the first task, how it felt when a member of the group left, how 
the group developed over its first year and my role and contribution to the group. I 
conclude by reflecting upon how the group managed the ending of the first year and 
consider the year ahead.
Throughout this account, I consider how what I have learnt has impacted upon my 
clinical practice in the NHS, paying attention to aspects such as difference and 
diversity. I make links to theory in order to adopt a scientist-practitioner stance to my 
reflections. In particular, I pay attention to how my experience has enabled me to 
consider how service users and carers may feel receiving services in the NHS. I also 
reflect upon how attending the PPD group has increased my awareness and knowledge 
of group processes and how to recognise and negotiate similar processes in multi­
disciplinary teams both within and outside the NHS.
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Summary of Personal and Professional Learning Discussion Group Process 
Account II
The personal and professional learning discussion groups (PPD groups) offer a chance 
to meet regularly with the same group of peers throughout training. Facilitated by a 
member of staff at the university, they provide a space for reflection and discussions of 
topics that are pertinent to both personal and professional development. This account 
reflects on my experience of my PPD group during my second year of training. I have 
reflected on several things in the group; my role, the group’s role, what I have learnt 
and how and more importantly how this has impacted upon my clinical practice in the 
NHS. I consider throughout how and why the group developed and changed over the 
year and reflect on both the positive and the more difficult impacts these changes had 
on both the group and myself. I consider how I feel the group has mirrored many of the 
processes and changes that occur in teams in the NHS and reflect upon how change is 
an inevitable part of work in the NHS. I conclude with how I feel my second year of 
attending the PPD group has allowed me to learn more about myself. I discuss what 
has been helpful both for me as an individual and as a group in managing change. 
What I have learnt from the PPD group has been, and will be something that positively 
impacts upon my role as a clinical psychologist within the NHS.
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An Overview of Clinical Experience Gained During Training 
Adult Mental Health Placement
This placement was in a Community Mental Health Team (CMHT).
Clinical work: I gained experience in the psychological assessment and treatment of 
both male and female clients aged from 18 to 53 years old. Clients were experiencing a 
range of psychological difficulties; panic disorder, bi-polar affective disorder, social 
anxiety and depression. Interventions primarily used cognitive behavioural therapy 
(CBT) and involved the assessment and management of risk. I contributed to Care 
Programme Approach (CPA) meetings for clients and gained experience of working 
with other professionals. Furthermore, I administered two neuropsychological 
assessments to establish whether clients had a learning disability.
Group work: With an occupational therapist, I co-facilitated some sessions of a 
recovery group for individuals on an acute mental health in-patient ward.
Service evaluation: I conducted a mixed methods evaluation of service user’s 
experiences of the crisis service. This involved designing a questionnaire in conjunction 
with service users.
Teaching and presentations: I co-facilitated a presentation on ‘the role of clinical 
psychology within CMHTs' at a group for local carers. I also delivered teaching on CBT 
and provided information and resources for self-help to a local service user group.
Learning Disabilities Placement
This placement was split between a Community Learning Disabilities Team for children 
and an acute in-patient ward for adults with learning disabilities.
Ciinicai work: I gained experience in the psychological assessment and treatment of 
both male and female clients aged from 12 to 64 years old. Clients were experiencing a 
range of psychological difficulties; anxiety, acute episodes of psychosis and depression. 
All clients had a form of learning disability and experienced additional health difficulties.
I gained experience of delivering CBT and systemic interventions, adapted and 
modified for this client group. Furthermore, I completed a neuropsychological 
assessment which helped establish whether a client had dementia.
Consultation work: I gained experience of delivering consultation work on this 
placement with staff teams, schools and families.
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Group work: I jointly developed a protocol for, and piloted, a self-esteem group for 
service users on the in-patient ward. I also developed and facilitated a relaxation group 
in a school for children with emotional and behavioural difficulties.
Teaching and presentations: I delivered training on self-esteem to the multi­
disciplinary staff on the in-patient ward with another trainee clinical psychologist.
Child and Adolescent Mental Health Placement
This placement was in Child and Adolescent Community Mental Health Team 
(CAMHS). Additional work involved some cases from the child Learning Disability 
Team.
Ciinicai work: I gained experience in the psychological assessment and treatment of 
both male and female clients aged from 5 to 15 years old. Clients were experiencing a 
range of psychological difficulties; specific phobia, depression, early on-set psychosis, 
social anxiety and trauma. Further, some clients had additional cognitive difficulties. 
This placement allowed me to gain experience of delivering indirect systemic 
interventions to parents (e.g. surrounding the adjustment to their child receiving a 
diagnosis of a learning disability). As part of this placement I independently carried out 
individual and family systemic therapy, both utilising and being part of a reflective team. 
Other interventions were delivered using CBT. I also worked with parents, schools and 
delivered consultation work. I observed and completed a neuropsychological 
assessment to establish the level and nature of suspected cognitive difficulties in a 
young girl.
Teaching and presentations: I delivered teaching on ‘the use of imagery in CBT to 
the CBT special interest group within the locality.
Older Adults Placement
This placement was in Community Mental Health Team for Older Adults.
Clinical work: I gained experience in the psychological assessment and treatment of 
both male and female clients aged from 68 to 90 years old. Clients were experiencing 
either functional difficulties (depression and anxiety) or organic difficulties (dementia). 
This placement allowed me to gain experience of providing interventions using CBT 
adapted for use with this client group. My interventions also included sessions with
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couples, utilising a systemic approach. I completed three neuropsychological 
assessments to establish diagnoses of dementia in liaison with the psychiatry. 
Consultation work: I gained experience delivering multiple consultation sessions to 
staff in a care home, developing a shared formulation around a client's difficulties.
Group work: I co-facilitated a cognitive stimulation group for individuals with dementia 
and their carers.
Teaching and presentations: I delivered teaching to a group for local carers on 
cognitive stimulation and how this approach may help carers with challenging behaviour 
for individuals with dementia.
Advanced Competencies Placement
This placement was split between a specialist trauma service and a local CAMHS.
Ciinicai work: I gained experience in the psychological assessment and treatment of 
both male and female clients aged from 15 to 57 who had PTSD. I gained experience of 
delivering individual interventions using trauma-focused CBT and Compassion Focused 
Therapy. Much of my work involved the treatment and management of co-morbid 
difficulties such as anxiety and depression, including self-harm, which are common in 
these clients.
Teaching and presentations: I delivered teaching to staff on an in-patient ward on the 
role of psychological trauma. I delivered teaching to a group of regional psychologists 
on the role of shame and disgust and how to work with these emotions when up-dating 
trauma flashbacks.
Group work: I jointly developed and twice delivered a psycho-educational group for 
PTSD on 'understanding and coping with PTSD’.
Service deveiopment: This placement enabled me to develop and complete numerous 
service development projects such as re-designing part of the assessment form.
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Cognitive behavioural therapy with a woman in her 40s recently diagnosed with bipolar
affective disorder.
Year 1 
April 2009
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Summary of Case Report I: Adult Mental Health
Cognitive behavioural therapy with a woman In her 40s recently diagnosed with 
bipoiar affective disorder.
This case report describes a cognitive behavioural intervention for a woman in her early 
40s recently diagnosed with bipolar affective disorder. The individual was referred to 
psychology within a Community Mental Health Team for help with ‘accepting’ their 
recent diagnosis. The individual presented with low mood and a desire to learn about 
bipolar affective disorder. This report initially focuses on gathering information and 
formulating about the individual’s difficulties, ensuring a rationale was established for 
offering cognitive behavioural therapy in conjunction with a diathesis-stress model. 
Following assessment, it was decided a total of 16 sessions be offered to help work on 
the presenting problem. The report then focuses on the intervention delivered, 
describing how cognitive and behavioural techniques were used to equip the individual 
with the skills to help better manage any future episodes of elation and low mood. An 
integral part of the intervention involved exploration and discussion around the stigma 
experienced when labelled with a diagnosis of a mental health problem. The report 
concludes with evaluating the piece of therapy conducted, looking critically at the 
strengths and limitations of the work carried out. I support why I and the individual 
concerned felt therapy was successful, whilst also acknowledging ongoing learning 
needs for myself. Throughout the case report a reflective stance was employed to 
ensure self reflexivity, paying specific attention to diversity issues.
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Summary of Case Report II: Psychometric Case Report
The neuropsychological assessment of a male in his late 20s who presented with 
memory problems and low mood.
Year 1 
August 2009
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Summary of Case Report II: Psychometric Case Report
The neuropsychological assessment o f a male in his late 20s who presented with 
memory problems and low mood.
This case report describes a neuropsychological assessment of a male, in his late 20s 
who presented with low mood and memory difficulties. The gentleman was referred to 
psychology to ascertain whether cognitive deficits were present that may be 
contributing to his day to day difficulties alongside his diagnosis of emotionally unstable 
personality disorder. The aim of my assessment was to obtain a more detailed history 
of cognitive functioning and offer a formulation of current difficulties in order to plan the 
most appropriate care for this client. This report first describes the client's presenting 
problem and background history before I investigate appropriate literature to generate 
hypotheses on the possible cause of his reported difficulties; a neuro-developmental 
disorder, a functional impairment or a closed head injury.
I then provide a rationale for the chosen battery of tests that were administered 
including the WAIS-III, BADS, Rey Complex Figure test, COWAT, HVLT-R and Trail 
Making test. Results highlighted impairments in almost all areas of cognitive functioning 
with the exception of verbal ability. These results, including discrepancies, are 
discussed in detail before a formulation is offered, suggesting that this client’s low mood 
is likely to have occurred as a result of his cognitive difficulties not being recognised. A 
number of recommendations are then suggested before the report concludes with a 
critical evaluation of the work carried out.
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Summary of Case Report ill: Learning Disabilities
Using an integrative approach with a 14 year-old girl with learning disabilities to address
difficulties with anxiety and low mood.
Year 2 
April 2010
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Summary of Case Report III: Learning Disabilities
Using an integrative approach with a 14 year-oid giri with learning disabilities to 
address difficulties with anxiety and iow mood.
This case report presents the case of a 14 year-old girl who was under the care of the 
Community Team for People with Learning Disabilities. Since the transition into year ten 
at school, concerns had been raised regarding 'Amy's' ability to manage her emotions. 
There were reported increases in her distractibility in lessons and arguments at home. 
This report details the assessment undertaken, including meetings with the school, 
family and Amy herself. An initial cognitive behavioural and systemic formulation is then 
presented. This report explains the rationale for, and the progress of, a multi-faceted 
intervention. The intervention included individual sessions with Amy, a relaxation group 
conducted at Amy’s school and a consultation session with Amy’s family and teachers. 
This report then considers the outcome of the pieces of work carried out. Although it 
was concluded many changes had occurred as the result of the interventions, particular 
attention is paid to how these changes may be maintained in the systems around Amy. 
A reformulation is presented using an integrative model to account for new information 
discovered during the course of the intervention. Particularly pertinent to this was the 
discovery of multiple losses Amy had experienced. Finally, this report details a critical 
evaluation of the work carried out. Reflection of diversity and self reflexivity is 
considered throughout.
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Summary of Case Report IV: Child and Adolescent Mental Health 
Oral Presentation of Clinical Activity
My experience of delivering systemic therapy in the presence of a reflecting team for 
the family of a 10 year-old female presenting with difficulties with anger and obsessive
behaviour: A focus on self-refiexivity.
Year 2 
October 2010
75
Summary of Case Report IV
Summary of Case Report IV: Child and Adolescent Mental Health
Oral Presentation of Clinical Activity
My experience o f delivering systemic therapy in the presence o f a reflecting team 
for the family o f a 10 year-old female presenting with difficulties with anger and 
obsessive behaviour: A focus on seif-refiexivity.
This case report is an oral presentation about a piece of clinical work I completed with 
‘Melissa’ and her family during my placement within Child and Adolescent Mental 
Health Services (CAMHS). Melissa is a 10 year old white, British girl who also has a 
rare chromosomal disorder. She has attended many medical appointments during her 
lifetime. Melissa was referred to CAMHS in July 2009 by her GP; this was her first 
contact with CAMHS. She was reportedly experiencing difficulties with anger and 
symptoms of obsessive compulsive disorder. It was felt by psychiatry within CAMHS 
that Melissa’s behaviours could be consistent with her genetic profile but that her 
mother and step-father felt they needed support with learning how to cope and manage 
Melissa's behaviours. Following further assessment by CAMHS in September 2009, 
Melissa was referred to the family therapy team.
This oral presentation describes the systemic assessment and intervention Melissa and 
her family received. 1 worked as the therapist in the room, whilst a reflecting team 
consisting of a family therapist, a clinical psychologist, a CAMHS school nurse and a 
learning disability nurse observed from behind a screen.
Throughout the presentation, there is a particular focus on my development as a clinical 
psychologist and the way in which this case demonstrates some of my developments. 
Delivering systemic therapy in a family therapy clinic, with the use of a reflecting team 
was a new experience for me. As a result I have been able to develop my knowledge 
and skills working with the systemic model and with more than one person in the room. 
Moreover, I have also developed my self-reflexivity by inviting the reflecting team to be 
curious as to what was organising me as the therapist in the room. Indeed, I pay 
particular emphasis in my presentation to difference and diversity, acknowledging 
experiences and ‘stories’ from my own background and how these influence me at 
particular moments in sessions. I reflect and remain curious about what is attended to 
within my work and at times, what may be attended to less during sessions with this 
family. I demonstrate my increased awareness of my own and others’ cultural, societal
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and diversity influences and how these influence the conversation being co-constructed 
in the therapy room.
I conclude by considering the outcome of this piece of work, including a critical look at 
the evidence base for family therapy and reflecting teams. I also consider the 
availability and use of outcome measures for systemic therapy. I touch upon my 
development of skills in writing therapeutic documents and their place and purpose 
within therapy, especially when working with more than one member of a family.
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Summary of Case Report V: Advanced Competencies - Trauma
Using trauma-focused cognitive behavioural therapy with a compassionate approach for 
a 17 year-old female presenting with post traumatic stress disorder.
Year 3 
May 2011
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Summary of Case Report V: Advanced Competencies - Trauma
Using trauma-focused cognitive behavioural therapy with a compassionate 
approach for a 17 year-old female presenting with post traumatic stress disorder.
This case report describes the use of cognitive behavioural therapy (Elhers & Clark, 
2000 model) with a 17 year-old female who presented with post traumatic stress 
disorder (PTSD) following a sexual assault that occurred five years previously. This 
report first discusses the assessment process where it was established that PTSD was 
the primary presenting problem. The report goes on to detail the content of individual 
intervention sessions, beginning with describing the psychoeducation given around 
traumatic reactions. The report then discusses the discovery that shame was a 
significant factor underlying this client’s difficulties and looks at the evidence base that 
individuals with high levels of shame may do less well in cognitive therapy. The use of a 
compassion focused approach is then discussed and a reformulation made in light of 
new information. The report then discusses the rationale for using a compassion- 
focused approach to enhance trauma-focused cognitive behavioural therapy. As the 
intervention was still ongoing at the time of this report, future sessions are then 
considered with details of planned trauma-focused cognitive behavioural therapy. The 
report comments on the outcome of the work so far, discussing how the client has 
reportedly stopped self harming. A critical reflection of the work concludes the report. 
Attention to diversity, process issues and the development of a therapeutic relationship 
are considered throughout.
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Service Related Research Project:
(including evidence that findings have been fed back to the service
Appendix G)
Evaluation of a crisis and home treatment team:
Listening to the service user
Year 1 
July 2009
81
Service Related Research Project
Abstract
The objective of this evaluation was to establish how satisfied service users were with 
their experience of being treated by a Crisis and Home Treatment Team (HTT). The 
HTT is a multi-disciplinary team that offers a service 24 hours a day, 365 days a year to 
individuals that are either in severe mental distress or require treatment at home, 
offering an alternative to hospital admission. A non-experimental, mixed method, ex­
post factor within groups design was used, utilising a satisfaction style survey that was 
developed with input from service users, carers and the HTT, specifically designed to 
suit the study’s aims. This evaluation piloted the questionnaire by sending it to 
individuals discharged from the HTT between 1 April and 31 May 2009. Ninety-two 
people were discharged in this period, the questionnaire was sent to eighty-two people 
and eighteen people returned the questionnaire, giving a response rate of 22% and a 
sample size of eighteen.
Analysis of data indicated 82.5% of service users were satisfied with staff, 67.1% with 
contact from the team but only 53.1% were satisfied with information availability. Areas 
for improvement were identified including a desire by service users for better 
information exchange during referral, time with the team and discharge. Results were 
fed back to the HTT via a presentation by the researcher, and as a result a leaflet with 
information about the HTT is being developed to give to service users at point of referral 
as just one way to improve satisfaction with the service.
82
Service Related Research Project
Acknowledgements
I would like to thank my field supervisor’s and my peers’ input throughout all aspects of 
this evaluation. I would also like to thank the time and patience of the staff of the HTT, 
service users involved and my project supervisor.
Anonymity
Names and details of clients, professionals, and institutions in this project have been 
removed to preserve the anonymity of all.
83
Service Related Research Project
Introduction
Background and rationale
Since the 1960s, treating acute episodes of mental ill health without admission to 
hospital has been favoured (Glover et al., 2006). The National Service Framework 
(NSF) for mental health (Department of Health, 1999) proposed setting up increasing 
numbers of ‘crisis and home treatment’ teams (HTTs) so periods of mental ill health 
could be managed in the community. HTTs are ‘multi-disciplinary’ teams that are 
available 24 hours a day, 365 days of the year. They provide community based 
assessment and treatment to those experiencing acute mental health difficulties, thus 
acting as a ‘gatekeeper’ to in-patient care and offering an alternative to admission and 
facilitating early discharge (www.kmpt.nhs.uk). The Department of Health proposed 
HTTs will reduce pressure on in-patient acute wards by 30% (DoH, 2000, p.120). 
Between 2001 and 2004 there was a huge expansion of HTTs and service evaluations 
and audits are currently being conducted to establish if performance is in line with 
national standards.
Evaluation is 'the process of assessing the impact of a project, programme or policy 
while it is in operation, or after it has come to an end’ in order to learn lessons and 
improve performance (DoH, 2007, p.3). There is increasing awareness of the need to 
include service user experience as an outcome measure in order to evaluate services 
(e.g. Campbell, 2006; DoH, 1999). Evaluations of HTTs have been conducted using 
outcome measures including hospital admission rates, cost and bed use, involuntary 
hospitalisations and social functioning (e.g. Jethwa et a!., 2007; Johnson et a!., 2005). 
Research has found that HTTs appear to be effective in reducing hospital admission 
rates in line with government targets (DoH, 2000). Few studies have used client 
satisfaction as a primary outcome measure and those that do, have used generic 
satisfaction questionnaires that may not tap into satisfaction about a crisis service 
specifically.
A HTT to serve a borough of London was set up in the early part of 2008 and has been 
running since. Evaluations (not published) have shown that in-patient bed usage has 
reduced following the introduction of the HTT. What has not been evaluated is how 
service users have found the service. Thus the research question is ‘how satisfied are 
individuals with the care they receive from the HTT?’.
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Aims and objectives:
a) To evaluate the HTT, focusing on client satisfaction.
b) To establish a process of evaluation that can continue following the current 
project.
c) To provide feedback to the HTT so that information can inform and potentially 
modify current practice.
Method
Design
A non-experimental, mixed method, ex-post factor within groups design was used. The 
outcome measure in this evaluation was the satisfaction of individuals who had 
received a period of care from the HTT.
Participants
The discharge questionnaire was sent to 82 individuals discharged from the HTT from 
the period of 1®‘ April to 31 May 2009. Individuals who received the questionnaire were 
all over the age of 18 and had been assessed and received input from the HTT.
Ethicai issues
As this was an evaluation, no formal ethical approval was required from the NHS Trust 
R & D committee or from the Ethics committee. Approval was sought from team 
managers involved and the researcher liaised with Director of Quality Assurance and 
service user/carer experience, to ensure the evaluation met the standards imposed by 
the NHS trust. A form signed by the field supervisor confirms that official ethical 
approval was not necessary (Appendix A).
Procedure
(a) Designing the questionnaire
It was found that few satisfaction questionnaires existed for evaluating HTTs and those 
that did were in the pilot phase and were multiple pages in length. The researcher found 
that existing well-used and validated questionnaires, like the Client Satisfaction 
Questionnaire (CSQ-8) (Larsen atal., 1979), may not be appropriate due to some of the
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questions. For example, being asked “If you were to seek help again, would you come 
back to our program?” was an invalid question as individuals often do not have a choice 
whether the HTT become involved in their care. Therefore as no validated measures 
existed to assess satisfaction specifically about treatment from a HTT, the researcher 
developed one and used this evaluation to pilot it.
Developing items for the questionnaire tapped into several areas; what service users 
raised, what the HTT staff raised, what other studies had found as pertinent to service 
users of HTTs via qualitative methods (Hopkins & Niemiec, 2006), and what questions 
existing satisfaction questionnaires had used and validated for gaining measures of 
satisfaction (e.g. the CSQ-8; Larsen et al., 1979). In this way some content validity for 
the scales was established.
A letter was sent to 20 individuals recently discharged from the HTT asking if they 
would like to be involved in designing the content and layout of the questionnaire 
(Appendix B). A total of four individuals and one carer (that had seen the letter) 
expressed a desire to help. A telephone interview was arranged to discuss individuals’ 
ideas. Individuals identified several areas including access to information, staff attitudes 
and contact from the HTT that were deemed important in relation to satisfaction levels. 
These fitted with themes generated from qualitative research (Hopkins & Niemiec, 
2006) and some questions on existing satisfaction questionnaires. The researcher then 
spoke to team members of the HTT to establish what would be useful to receive 
feedback on from service users.
A self completion questionnaire was designed using a five point likert scale asking 
individuals to agree or disagree with statements about staff, information availability and 
contact received (Appendix C). It was stated on the questionnaire that individuals could 
chose whether or not they completed the questionnaire, and declining to do so would 
not affect any future care received. Once designed, the questionnaire was presented to 
the HTT and to colleagues networking in the HTT, to establish face validity.
(b) Distribution of the questionnaire
The questionnaire was sent to service users approximately one week after discharge 
from the HTT so it was possible to capture individuals’ satisfaction with their whole 
treatment experience. The questionnaire arrived accompanied by a letter designed by
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the HTT and a free post envelope addressed to the trust headquarters so completed 
questionnaires could be returned allowing client anonymity.
(c) Response rate
The response rate after six weeks was six questionnaires received from 54 sent, and so 
a second wave of the questionnaire was distributed to all clients on the 18^ ^^  May 2009 
(Appendix D).
Additionally, the researcher also contacted Community Mental Health Teams (CMHT) 
served by the HTT in order to facilitate service user response rates. Staff from the 
CMHT were asked to encourage service users who had recently been discharged from 
the HTT to fill in the questionnaire. '
Analysis and results
Closed ended questions
Data from the 18 questionnaires received back was entered into a SPSS database for 
analysis. Descriptive statistics were generated looking at responses to the 25 closed 
ended questions on the questionnaire (Tables 1-3).
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Table 1: Summary of responses to closed ended questions aimed at evaluating 
satisfaction with staff at the HTT
1 fe lt 1 was: I1 1 II1 gII II
%ÎII
Listened to (n=16) 75.0% 12.5% 12.5%
Not treated sensitively 
(n=17)
5.9% 5.9% 5.9% 5.9% 70.6% 5.9%
Valued (n=17) 52.9% 11.8T4 17.6% 11.8% 5.9%
Not taken seriously 
(n=16)
18.8% 12.5% 18.8% 50.0%
Treated with 
understanding (n=17)
58.8% 17.6% 23.5%
Disrespected (n=16) 12.5% 12.5% 75.0%
Comforted and 
reassured (n=17)
64.7% 5.9% 11.8% 5.9% 11.8%
Not believed (n=17) 23.5% 5.9% 5.9% 64T%
Regarding satisfaction with staff, over 70% of individuals were satisfied with feeling 
listened to, comforted and reassured, believed and being treated respectfully and 
sensitively. Slightly fewer individuals (68.8%) felt they were taken seriously, 64.7% felt 
they had been valued and believed and just over half the sample (58.8%) felt they were 
understood.
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Table 2: Summary of responses to closed ended questions aimed at evaluating 
satisfaction with information received at point of referral, treatment and 
discharge from the HTT.
IÎ 0)I I^  w
O 0)
Hi ll II
:  i.
■
(A
§ â
Q n
1 knew 1 was being 
referred to the HTT 
(n=18)
72.2% 11.1% 1T1% 5.6%
1 knew about the HTT 
when 1 was referred 
(n=18)
33.3% 22.2% 5.6% 5.6% 33.3%
1 was given information 
about the HTT when 1 
was referred (n=18)
33.3% 22.2% 1T1% 27.8% 5.6%
1 understood when 1 
could contact the HTT 
(n=18)
77.8% 5.6% 5.6% 11.1%
1 was not qiven 
information about plans 
for my care from the 
HTT (n=18)
22.2% 16.7% 5.6% 55.6%
Different professionals 
involved in my care 
communicated well 
(n=18)
50.0% 5.6% 16.7% 11.1% 16T%
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If the HTT were unable 
to help me 1 was given 
information on where 
else 1 could get support 
(n=18)
22.2% 11.1% 16.7% 38.9% 11.1%
1 did not know when 1 
was being discharged 
from the HTT (n=18)
11.1% 5.6% 11.1% 5.6% 66.7%
1 feel 1 was discharged 
too soon from the HTT 
(n=18)
16.7% 11.1% 22.2% 50.0%
Regarding satisfaction with information received, most individuals (at least 70%) were 
satisfied with knowing they were being referred, knowing when they could contact the 
HTT and knowing they were being discharged. However 4 out of 18 individuals felt they 
did not know they were being discharged. Just under two thirds (61.2%) felt they were 
given information on plans for their care and just over 55% of individuals felt different 
professionals involved in their care communicated well, that they knew about the HTT 
and that they were given information about the HTT on acceptance into the team. It was 
found that 27% of individuals felt they were discharged too soon from the HTT but 50% 
disagreed with this. Finally responses were split on whether the HTT provided advice 
on where else people could get support if the HTT could not help them (33.3% agreeing 
vs. 38.9% disagreeing).
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Table 3: Summary of responses to closed ended questions aimed at evaluating 
satisfaction with the contact received from the HTT
/ felt: !
1
Î
1
| l^  c ll If
1
c
1  :
1 had enough visits 
(n=18)
72.2% 11.1% 11.1% 56%
The length of visits 
was long enough 
(n=18)
55.6% 11.1% 5.6% 5.6% 22 2%
The time 1 had with 
staff was not oood 
quality time (n=18)
11.1% 11.1% 11.1% 5.6% 50.0% 11.1%
Staff knew about me 
and 1 did not have to 
repeat details about 
myself (n=18)
44.4% 11.1% 5.6% 5.6% 22.2% 11.1%
Times for arranged 
calls or visits were 
not stuck to (n=18)
5.6% 5.6% 16J% 22.2% 50.0%
1 could contact the 
HTT whenever 1 
needed to (n=18)
66.7% 11.1% 56% 5.6% 5.6% 5.6%
1 did not mind 
seeing different staff 
on visits (n=18)
61.1°& 5.6% 11.1% 5.6% 5.6% 11.1%
1 was told when 
times of visits/calls 
needed to be 
changed (n=17)
58.8% 5.9% 23 5% 11.8%
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Regarding contact with the team, most individuals (at least 70%) were satisfied with the 
frequency of visits, feeling able to contact the HTT whenever they needed to and that 
times for calls and visits were stuck to. Fewer individuals (66.7%) felt visits were long 
enough and that they did not mind seeing different professionals each visit. Just over 
half (58.8%) felt they were told when calls or visits needed to be rearranged and just 
over 55% of individuals felt that staff knew details about them and that visits were good 
quality time.
Cronbach’s alpha was computed to test for internal consistency reliability of items which 
overall = 0.92 indicating good levels of reliability between items in the questionnaire.
Open ended questions
Responses to three open ended questions were transcribed and analysed using 
content analysis (CA) (Miles & Huberman, 1994) (see Appendix E for example 
transcripts). CA was used as the method is applicable to examining pieces of written 
communication in order to find trends and the focus of group attention (Stemler, 2001). 
Fourteen individuals completed the open ended questions. Categories were derived 
from the data using ‘emerging’ coding and are exclusive (Appendix F). Most individuals’ 
responses reflected they wanted staff to continue with positive attitudes towards them 
(eight individuals). Poor staff attitudes was the most frequently reported element 
individuals would like to change (four individuals). Finally, the most common response 
about the questionnaire itself was that the questionnaire should stay as it is (three 
individuals). Table four summarises these findings and includes a column showing the 
number of instances a category was referred to, to reflect frequency of reports. It 
appeared that responses to question three did not answer the question but instead 
were further responses to questions one and two. A decision was taken not to make 
assumptions which questions these comments were linked to and instead exclude them 
from the analysis.
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Table 4: Frequency count of individuals’ responses to open ended questions: 
Table reflecting the categories extracted from content analysis, the number of 
individuals who made reference to the categories and the frequency of 
references made by individuals.
Question
o
III
H i '
0 '• 4 ' 
^  8 s ;.
g. £
Î
What is good about 
our service and what
would you like staff
 ^ -
to keep on doing?
Good staff attitudes 8 21
Availability, quality and 
frequency of visits
5 7
Number and timing of calls 2 2
Commitment to keeping 
client’s interest as key
2 2
Coping skills/alternative ideas 1 1
What could we do to 
change our service 
and what have you 
found difficult?
Poor staff attitudes 4 8
Not communicating re 
changes, arrival, on the visit
4 7
Not enough time/visits 2 2
Not enough staff 2 2
Do you have any 
comments or 
suggestions on how 
to improve this 
questionnaire?
No improvements 3 3
Too many columns 1 1
Questions not worded well 1 1
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Inter-rater reliability (Cohen’s kappa) of the coding was established using another 
researcher familiar with content analysis. Cohen’s kappa = 0.78; recommended 
Cohen’s kappa = 0.70 (Miles & Huberman, 1994), thus inter-rater reliability of the 
coding was found.
Discussion
Summary o f results
Most individuals were satisfied with staff (82.5%). This was supported by feed-back 
from analysis of open ended questions showing good staff attitudes were referred to 
most frequently by individuals. However analysis of open ended questions also 
highlighted negative experiences of service users with staff and identified this as a 
priority for change. This fits with research suggesting that 'feeling informed' and 'valued 
as an individual' mediates service users building confidence, faith and trust with teams 
(Walker, 1998).
Fewer individuals (67.1%) were satisfied with contact from the HTT, identifying quality 
of time during visits/calls, communication regarding visits/calls and staff knowing 
information about them as areas for improvement. Only 53.1% of people were satisfied 
with the information received at referral, during time with and on discharge from the 
HTT. It was suggested that information about the HTT could be given on referral, 
individuals could be better informed about plans for their care and different 
professionals could communicate better so details did not have to be repeated.
Strengths and lim itations
A main limitation was the sample used. It became evident during the evaluation that the 
HTT were avoiding sending questionnaires to individuals who may feel negative about 
the service. The researcher wrote to all 76 individuals discharged up until this point with 
a copy of the questionnaire and informed the team about how this method of distribution 
would bias results. Despite efforts, questionnaire distribution by the team continued to 
be biased and due to miscommunication the original pilot period was shortened by one 
month, unbeknown to the researcher. However, negative feedback was obtained from 
respondents suggesting that the second wave of questionnaires sent by the researcher 
helped address the biased distribution by the HTT and managed to provide data from 
which useful conclusions can still be drawn.
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Despite several methods of increasing response rate which were successful, a 
relatively small sample was achieved due to the shortened pilot period and using a post 
test only design meant extraneous variables could not be controlled for. These factors 
limit generalisability of findings which could be improved with further use of the 
questionnaire.
A further limitation was using a non-standardised questionnaire to assess satisfaction. 
The size of this evaluation meant reliability and validity for the questionnaire could not 
be investigated. However, having service users and carers involved in deciding the 
content of the questionnaire was just one way content validity was maximised.
Satisfaction questionnaires can limit the quality and quantity of information collected 
(Hopkins & Niemiec, 2006). However, including open ended questions in the 
questionnaire allowed points that may have been missed with closed questions to be 
captured. On analysis however, responses to open ended question number three 
(asking for suggested improvements to the questionnaire) did not appear to answer the 
question. A decision to exclude comments not relating to this question in the analysis 
meant that comments that may have been applicable for questions one and two were 
not included which may have biased results. Rewording of question three may aid 
future clarification. It would also be interesting to complete individual interviews with 
service users in the future to yield a different quality of information.
Despite the above limitations, this evaluation has achieved the aims previously stated, 
maybe the most significant being that a process of evaluation has been set up that can 
continue to be used.
Service related im plications
Results were fed-back via a short presentation by the researcher (Appendix G) and 
have implications at both the team level and wider services level. The results provided 
evidence for a number of recommendations:
a) To complete a leaflet for service users providing information about what the HTT
is; to be given at referral.
b) For this leaflet to include places individuals may receive support should the HTT
be deemed not appropriate to help them.
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c) For communication to be improved across professionals involved in individuals’ 
care.
Although this evaluation identifies areas for change, it does not provide a solution on 
how the HTT may implement them. It may be that for example, improving 
communication has organisational level implications in order for change to occur.
Further research could look at achieving reliability and validity for the current 
questionnaire so comparative evaluations of HTTs across the trust could be conducted. 
However in 2007, 15.5% of the population served by the HTT were found to be from a 
black and ethnic minority (BME) background. This figure is expected to rise to 20.2% by 
2017 (Borough profile, 2006-07). If this questionnaire is to be used across the trust, an 
implication for services will be consideration of individuals from BME backgrounds.
In summary, this evaluation has highlighted changes that may take time and an 
organisational shift to resolve. It has however also offered changes that can be 
implemented in the near future to help improve service users’ satisfaction with the HTT.
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Signed supervisor statement
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Appendix B:
Letter sent to individuals to invite them to become invoived in designing the
questionnaire
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23.01.09
Dear
I am a trainee clinical psychologist working in a community mental health team in ... . I 
understand that you received a period of care from the crisis team in...last year. I hope 
you are feeling better at this time. Although I do not work for the crisis team, I am 
interested in people’s experiences of the team. I want to make a questionnaire that in 
the future can be given to people discharged from the crisis team to make sure their 
views are listened to. To make this questionnaire, I would very much like your help in 
thinking what questions are important to ask.
I would like to call you in the next week to see if you would like to help me with this. The 
call will be a friendly chat about any ideas you have and will last as long as you want it 
to. If you just want me to explain a bit more about this and then chose not to take part 
that is absolutely fine too. You do not have to speak with me if you chose not to and this 
will not affect any care now or in the future that you receive from....NHS Trust. You can 
end the call at any time without giving me a reason.
If you have any questions you would like to ask me please feel free to call me on. 
work Wednesday-Friday each week.
I look forward to speaking with you soon,
Xxx XXX Supervised by
Dr...
Trainee Clinical Psychologist Highly Specialist Chartered Clinical Psychologist
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Appendix C:
The HTT discharge questionnaire^
 ^ Some questions adapted from the Newcastle and North Tyneside Crisis Assessment and 
Treatment Service Evaluation Questionnaire.
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xxxxx Crisis and Home Treatment Team 
Discharge Questionnaire^
Please complete this short questionnaire to help us understand what we are doing well 
and what we could be doing differently to help us make sure the crisis and home 
treatment team (HTT) is providing the best care possible. There are no right or wrong 
answers and anything you write is confidential and cannot be linked back to you. We 
welcome all your comments and suggestions.
All we would like you to do is answer the questions on the next page and post it back in 
the free post envelope provided.
Thank you.
 ^This questionnaire fills two sides of A4 paper but due to the margin constraints of the current 
portfolio the questionnaire appears split over multiple pages.
104
Service Related Research Project
Xxxxxx Crisis and Home Treatment Team (HTT) 
Discharge Questionnaire
In this section we would like you to think about the STAFF you had contact with in the 
crisis and home treatment team (HTT). Please put a tick in the relevant box below to 
show how far you agree or disagree with the following statements.
/ fe lt 1 was: t1 Î1
oc
TO OIt i1i : ■.O “!
a
I -II
Listened to
Not treated sensitively
Valued
Not taken seriously
Treated with
understanding
Disrespected
Comforted and reassured
Not believed
In this section we would like you to think about the INFORMATION you received at the 
time of your referral, during your time with and discharge from the crisis and home 
treatment team (HTT). Please put a tick in the relevant box below to show how far you 
agree or disagree with the following statements.
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IÎ ! II il II 11 II
1 knew 1 was being referred 
to the HTT
1 knew about the HTT when 
1 was referred
1 was given information 
about the HTT when 1 was 
referred
1 understood when 1 could 
contact the HTT
1 was not qiven information 
about plans for my care 
from the HTT
Different professionals 
involved in my care 
communicated well
If the HTT were unable to 
help me 1 was given 
information on where else 1 
could get support
1 did not know when 1 was 
being discharged from the 
HTT
1 feel 1 was discharged too 
soon from the HTT
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In this last section we would like you to think about the CONTACT you had with the 
crisis and home treatment team (HTT), for example, phone calls or visits. Please put 
a tick in the relevant box below to show how far you agree or disagree with the following 
statements.
I felt: it Î I II Q)II II i 1 ■It
1 had enough visits
The length of visits was 
long enough
The time 1 had with staff 
was not qood qualitv 
time
Staff knew about me and 
1 did not have to repeat 
details about myself
Times for arranged calls 
or visits were not stuck 
to
1 could contact the HTT 
whenever 1 needed to
1 did not mind seeing 
different staff on visits
1 was told when times of 
visits/calls needed to be 
changed
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We would now like you to think about what is good about our service; for example, are 
there things you would like the staff to keep doing? Please write down some ideas:
We would now like you to think about what we could do to improve our service so 
would appreciate your feedback about what you might change, what you found difficult 
and what would be most helpful to you in the future.
This is a new questionnaire. Do you have any comments or suggestions about 
how to improve it?
Thank you for taking the time to complete this questionnaire. We value and appreciate 
the time you have taken to provide us with feedback.
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Appendix D:
Letter accompanying 2"^ wave of questionnaires
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Home Treatment Team
18‘  ^May 2009
Dear
Following your discharge from the Home Treatment Team we are enclosing a 
questionnaire asking you about your experience. You may or may not have received 
one previously. If you have not completed one before, we would very much like to hear 
your views and would be most grateful if you could complete it and return it in the free 
post envelope provided.
If you have already taken the time to complete one and return it to us thank you very 
much and apologies for writing to you again.
Yours sincerely,
Home Treatment Team.
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Appendix E:
Example transcripts
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Questionnaire
No
Question 1 - - Question 2 Question 3 ;
7 Some members of the 
team actually took 
time and interest in my 
problems.
1 would like to have
be changed due to
phoned before visits, 
and for some 
members of the team 
to have been more
This questionnaire is 
a brilliant idea as its 
given me a chance to 
express my opinions.
12 Keep talking and 
understanding and 
keep going coping 
skills/alternative Ideas. 
Thank you for support 
and friendly sensitive 
people yet 
constructive and 
helpful too.
1 don’t want to pin 
point anyone in 
particular but felt but
times and a bit 
M i^AifoAa^le talking
in general (nervous) 
and withdrawn. 
Maybe they were
probably me!
Most of the staff were 
very supportive. As 
for the questionnaire 
maybe too many 
columns to chose 
from or K P W M R
my concerns above 
(referring to Qu. 2).
16 1 was very impressed 
by the service and 
think it was very 
valuable. 1 felt safe 
and cared about and 
confident that the 
team had my interest 
at mind. They listened 
with feeling# never 
rushed, always 
seemed interested in 
my plight.
1 thought the service 
was excellent the 
visits between 11-2 
were good. It was
the time they would 
roughlyam H U
other just turned up 
which was ok but it 
was better to have a 
time in case you were 
doing something.
No think it covers 
most things.
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Appendix F:
Full descriptions of categories
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Five categories were developed from what service users wanted the HTT to 
continue to do (question 1).
The good staff attitudes category included descriptions such as “The team actually took 
time and interest in my problems" relating to particular positive characteristics and 
attributes of the staff in the HTT. Each occurrence of positive verb describing staff is 
considered as a separate reference.
The availability, quality and frequency of visits category included descriptions such as 
“seeing me twice a day was a strong commitment” relating to the visits from the HTT.
The number and timing of calls category included descriptions such as “Keeping 
up....telephone contact out of hours” relating to references made about telephone 
support from the HTT.
The commitment to keeping clients' interests as key category included descriptions 
such as “....was a strong commitment from the HTT” relating to when clients felt a 
commitment was being made by the HTT towards them as an individual.
The coping skills/alternative ideas category included descriptions such as “...keep going 
[with] coping skills/alternative ideas” relating to the staff from the HTT.
Four categories were developed from what service users wanted the HTT to 
change (question 2).
The poor staff attitudes category included descriptions such as “ felt not listened to at
times and a bit uncomfortable” relating to negative staff attributes or negative feelings 
provoked in the clients as a result of such attributes. This category also refers to 
attributes individuals suggest they would like staff to have.
The not communicating re changes, arrival, on the visit category included descriptions 
such as “so information need not be repeated” relating to information exchange 
between the client, the HTT and any other professionals involved.
The not enough time/visits category included descriptions such as “I needed more 
time...” relating to contact from the HTT.
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The not enough staff category included descriptions such as “...one or two staff should 
visit” relating to how changing the amount of staff may have an impact on the care 
received by clients.
Three categories were developed from what service users thought about the 
design and content of the questionnaire Itself (question 3). It was found that 
individuals responded to this question with Information that did not appear to 
answer the question but Instead were further comments about the HTT. A 
decision was therefore taken not to make assumptions which questions these 
comments were linked to and Instead exclude them from the analysis.
The no improvements category included descriptions such as “...I think it covers most 
things” relating to changes in the design and content of the questionnaire.
The too many columns category included descriptions such as “....maybe too many 
columns” relating to the design of the questionnaire.
The questions not worded well category included descriptions such as “...worded in a 
way I could not express my concerns....” relating to the content of the questionnaire.
115
Service Related Research Project
Appendix G (Evidence that findings of project have 
been fed back to service):
Email from HTT thanking researcher for presentation of findings to service
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[mailto:) j
Sent: Thu 09/07/2009 18:01 
To: ^  (PG/R - Psychology)
SuWeot: USER SURVEY
Dear^q^L
Thwk you very much for your presentation on the above survey looking at Users' views of 
the service we provide in HOME It was very valuable and
informative. There are positive areas and areas we need to improve on. D ie Team is very 
grateful for the hard wod( you have put in and would like to thank you.
Best wishes
Locality Manager
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Abstract
Introduction: Moving into temporary accommodation is a reality for many children who 
live with domestic violence. The experience of this transition point has been under­
researched despite it being considered a unique event for children alongside that of 
being exposed to domestic violence.
Objective: This study aimed to address the following research question looking at girls 
in latency to mid-adolescence: ‘How do girls aged 10-16 years-old experience the 
transition into temporary accommodation following exposure to domestic violence’?
Method: A qualitative methodology utilising semi-structured interviews was used. Five 
girls aged 10-16 years old who had moved into either refuge or ‘bed and breakfast’ 
accommodation were interviewed. Interviews were analysed using interpretative 
phenomenological analysis.
Results: Three master themes emerged: (1) ‘the transition into a whole new world with 
loss and change - out of their hands’, (2) ‘the relentlessness of feeling unsafe and 
uncertain’, (3) ‘coping with the transition - at the mercy of their environment and the 
actions of others’. All themes demonstrate a lack of agency was experienced by the 
girls throughout the transition.
Discussion: Themes are discussed with reference to existing research and theory. 
Therapeutic and service implications, ideas for future research, and the limitations of 
the present study, are also considered.
Conclusion: Findings suggest that the environment of temporary accommodation may 
inhibit the child’s capacity to emotionally process the transition. The role of others was 
central to either facilitating or prohibiting coping for children throughout this transition.
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1. INTRODUCTION
1.1 Orientation to Thesis
Exposure to domestic violence is something that affects children every day in the UK. 
For many families, fleeing this environment and living in temporary accommodation is 
the only option for survival. The experiences and difficulties for children during this 
transition remain largely under-researched, and children’s voices are still not heard. 
Research surrounding child exposure to domestic violence has shown that by talking to 
children directly one is able to see the sophistication of their awareness and ability to 
voice their needs (e.g. Mullender et al., 2002). This research also suggests that by not 
listening to children they can feel powerless and helpless in a world that no child should 
be exposed to (United Nations Convention on the Rights of the Child, 1989). This is 
reflected in the choice of the quote used in the title of the current study. Children 
themselves are a diverse range of individuals who are able to express ideas for service 
provision; this study is concerned with recognising this diversity and giving a voice to 
the child.
1.2 Overview
This introduction will begin with a brief discussion of the concepts of domestic violence 
and child ‘exposure to’ domestic violence, followed by information regarding the 
prevalence of these phenomena. The researcher will then present what is known about 
the impact and consequences of exposure to domestic violence on children, before the 
specific consequence of having to move into temporary accommodation is considered. 
Here the term ‘temporary accommodation’ will be defined for the reader, alongside 
presentation of statistics regarding the use of temporary accommodation in the UK. A 
discussion around the impact of moving into temporary accommodation on children 
after exposure to domestic violence will then be presented. The gaps that the 
researcher believes exist in the current literature and knowledge base will be identified 
as the reader is directed towards the rationale for the current study.
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1.3 Domestic Violence 
Definition
Within research, policies, guidelines and websites, the term domestic violence is used 
and defined in different ways which has led to difficulties in establishing consistency 
across research in this area (see Holt at a i, 2008 for a review). For the purpose of this 
study, domestic violence is defined as the ‘physical, sexual, psychological or financial 
violence that takes place within an intimate or family-type relationship and that forms a 
pattern of coercive and controlling behaviour. This can include forced marriage and so- 
called “honour crimes”. Domestic violence may include a range of abusive behaviours, 
not all of which are in themselves inherently “violent”’ (www.womensaid.org.uk). This 
definition was chosen as it is widely used within the literature, and encompasses the 
breadth of violence experienced by individuals whilst remaining detailed. It is important 
to note that domestic violence occurs ‘regardless of gender, sexuality, disability, race or 
religion’ (British Medical Association (BMA), 2007, p.1). Further, it is important to hold in 
mind minority patterns of abuse that can occur in a domestic context, such as women’s 
violence to their partners or children (Humphreys at a i, 2008). However, the vast 
majority of evidence suggests domestic violence is gendered with women more likely to 
be the victim and men the perpetrator (Department of Health (DoH), 2009; Flatley, at 
ai, 2010). Therefore, when speaking about domestic violence, this study refers to 
domestic violence perpetrated towards women by men as fathers or step-fathers.
Prevaience
Most research agrees that the prevalence of domestic violence is likely to be much 
greater than any current estimates for a multitude of reasons (BMA, 2007; DoH, 2009). 
For example, the discrepancies with definitions, and the breadth and types of violence 
studied, all contribute to a difficulty establishing an accurate prevalence rate (Alhabib at 
ai, 2010). Further, differences in sample sizes, research methodologies and sampling 
periods, add to this difficulty (Alhabib atal., 2010).
Domestic violence is a large problem with repeat victimisation accounting for 76% of all 
domestic violence incidents reported last year in the UK (Flatley at a i, 2010). In 2009- 
2010, the self-completion module of the British Crime Survey focusing specifically on 
domestic violence perpetrated by men against women, found that 7% of women aged
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16-59 had been victims of domestic violence in the last year in the UK (Flatley et al., 
2010).
1.4 Child Exposure to Domestic Violence 
Definition
It is becoming widely accepted that children are not passive witnesses of domestic 
violence. Being exposed to domestic violence can mean that the child not only 
overhears or witnesses the violent incident and its aftermath, but may themselves be 
used as part of the violence (Edieson, 1999a). Therefore, when this study refers to 
children being ‘exposed to’ domestic violence, this encompasses not only the direct 
witnessing of domestic violence, but also the following: Overhearing the violence, 
feeling and experiencing difficult dynamics and tensions in the family home as a result 
of domestic violence, being subject to threats or being used as part of the domestic 
violence, and intervening in the violence or seeing the after effects.
Prevaience
Where domestic violence is occurring, child exposure is common and frequent. For 
example, one survey by the National Society for the Prevention of Cruelty to Children 
(NSPCC, 2007) asking 11-16 year olds via a questionnaire about the fear and extent of 
violence experienced, found one in four of them had been exposed to domestic 
violence. Another study looked at 251 police notifications to social services of domestic 
violence over a 30 month period. It was found that at least one child was present at the 
scene of the incident 80% of the time (Stanley at a!., 2009).
However, the breadth of experiences within the term ‘exposure to’ domestic violence, 
and differences in methodologies and samples used, make it hard to gain an accurate 
picture of just how many children are affected (DoH, 2009). It is agreed that these are 
just a few reasons why the estimates of the prevalence of children exposed to domestic 
violence are likely to be a vast under-representation (DoH, 2009). Nevertheless, it is 
evident that many children are exposed to domestic violence and thus research has 
sought to consider how they are affected by this.
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1.5 The Impact of Exposure to Domestic Violence on Children
There is a growing evidence base of both qualitative and quantitative research which 
demonstrates that exposure to domestic violence can have both short- and long-term 
consequences for children. These consequences encompass behavioural, emotional, 
cognitive, physical and social difficulties (see Carlson, 2000; Holt et al., 2008; McGee, 
2000 for reviews). For example, in their study of 3,614 children aged 12 to 17 years old, 
Zinzow et al. (2009) found that exposure to parental violence was associated with an 
increase in the symptoms of post traumatic stress disorder (PTSD) and major 
depressive disorders above any effects of gender, age, race/ethnicity, income or history 
of other traumatic events.
Children who are exposed to domestic violence are also more likely to experience other 
forms of violence and abuse; so called 'poly-victimisation' (Phillips & Phillips, 2010). For 
example, in a review of studies looking at the prevalence of domestic violence and child 
abuse, Edieson (1999b, 2001) estimated that in about 30-60% of cases where children 
were exposed to domestic violence, the child themselves was also being abused. Holt 
et al. (2008) state there is an unequivocal correlation between men’s abuse of women 
and child abuse (p.799). Exposure to domestic violence can also result in the death of 
the child. For example, Saunders (2006) found that domestic violence was considered a 
factor in 11 out of 13 families where a total of 29 children had been killed.
Factors affecting outcome
Outcomes and consequences of being exposed to domestic violence for children are far 
from universal. For example, in a review of 118 studies looking at psychosocial 
outcomes for children exposed to domestic violence, Kitzmann et al. (2003) found that 
37% of children showed outcomes better than, or equal to, those of children not 
exposed to domestic violence. Research has aimed to explain these differences in 
outcomes by demonstrating that the impact of being exposed to domestic violence on 
children may be moderated^ by numerous factors including gender and age (e.g.
 ^ Moderators are ‘factors that influence the strength or direction of the relationship between a 
predictor variable and outcome variables' (Carlson, 2000, p.329).
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Edieson, 1999a; Holt et al., 2008; Kennedy et al., 2010) and mediated^ by factors such 
as disrupted parenting and coping responses (Carlson, 2000).These results however do 
not fully explain the mixed outcomes for children found in existing research and caution 
needs to be applied in assuming any causality.
Considering a child’s environment, Masten and Coatsworth (1998) highlight that 
children are influenced ‘not only by the self-righting nature of development, but also by 
the actions of adults, by their own actions, by the nurturing of their assets, by 
opportunities to succeed and the experience of success’ (p.216). Davies and 
Cummings’ (1994) emotional security hypothesis emphasises the importance of 
attachment in influencing children’s responses, and their long-term adjustment to being 
exposed to domestic violence. Further, Wolfe et al. (2003) highlight that almost all the 
variables which influence outcomes for children who are exposed to domestic violence 
can serve as either protective or risk factors, depending upon the context in which they 
occur (p. 172).
Limitations o f existing research
Many of the studies cited here include mixed and multiple definitions of both domestic 
violence and ‘exposure to’ domestic violence, use an over reliance on samples from 
refuges and clinical populations, show a lack of longitudinal research, and a failure to 
differentiate between different types, severity and length of abuse and violence (Holt et 
al., 2008). This makes it hard to establish an accurate picture of the impact on children 
and limits the ability to generalise findings. Further, many studies rely on symptom 
measures and questionnaires to gauge the impact that being exposed to domestic 
violence has on children, despite it being argued that there are no assessment tools 
that adequately measure this (Edieson et al., 2007). Indeed, when researching the 
impact of being exposed to domestic violence on children, the use and validity of 
quantitative measures across diverse cultural and socio-economic groups has been 
questioned (e.g. McIntosh, 2003).
 ^ Mediators are ‘variables that explain the relationship between a predictor variable and its 
effects’ (Carlson, 2000, p.331).
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In addition, much of the existing research uses information from mothers and other 
informants to assess how exposure to domestic violence impacts upon children (Holt et 
al., 2008). However, a body of research shows that others’ perceptions regarding how 
exposure to domestic violence affects children are often very different to those of the 
child (Apple & Holden, 1998). Indeed, throughout the growing research in this area, a 
common problem is the lack of the child’s own voice regarding their experiences. This is 
something which the current study aimed to address.
Child’s perspective o f the impact o f domestic violence
It is only recently in the UK (in the last ten years) that children have been more routinely 
asked about their views regarding exposure to domestic violence. To date, only a 
handful of studies exist to this effect and they utilise a qualitative paradigm (Buckley et 
al., 2007; McGee, 2000; Mullender et al., 2002; Templeton et al., 2009). Of the few 
qualitative studies that have been carried out in the UK, consistent findings highlight the 
lack of safety and security felt by children, and the pervasive fear they experience as 
they wait for the next episode of domestic violence to happen. These studies identity 
how children experience the dilemma of deciding whether or not to intervene to help 
protect their mother or siblings from the perpetrator, and the guilt they face when they 
find they are not able to do so. Children also talk about the role of others affecting their 
experience of domestic violence. For example, a study by the NSPCC looking at young 
people’s views of the police, social workers and speed of response around domestic 
violence over a 30 month period, found that individuals often saw the police as 
powerless in preventing further incidents of domestic violence (Stanley et al., 2009). 
The perception of others as powerless is just one reason why children may not seek 
help in the context of being exposed to domestic violence. For example, in another 
study asking 22 children about the impact of being exposed to domestic violence, the 
children said that if they thought adults or the police would be indiscreet, their fear of 
embarrassment and shame may block them from seeking help and support (Buckley et 
al., 2007). Consistent across qualitative studies is the finding that children describe not 
being listened to, or disbelieved, by adults. For example, Stanley et al. (2009) found 
children felt unheard at times by the police and identified a need to be listened to and 
feel supported.
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Adopting a feminist framework has influenced some of the above research. This 
framework highlights a move away from blaming mothers to recognising that mothers in 
situations of domestic violence have to carry out their roles and responsibilities as a 
mother within a context of relative powerlessness, potentially at a multitude of levels. In 
addition, the feminist framework separates out issues of responsibility for violence and for 
safety, from issues of explanation. This means that responsibility for violence and consideration 
of safety are not diluted by considering explanations of violence (Mullender et a!., 2002).This 
framework has enabled thought in relation to interventions for both children and 
mothers (Mullender et al., 2002) and is a framework the current study considers useful 
and will draw upon.
Whilst these studies provide essential insight into children’s experiences, qualitative 
studies are not without their limitations. There is a dearth of research focusing on a UK 
population of children who are exposed to domestic violence. Many of the studies cited 
here do not specify the methods used for analysis or use credibility checks which all 
improve the rigor of the qualitative methodology (Smith & Osborn, 2008). The 
researcher has also found it difficult to ascertain where and how participants in many of 
these studies have been recruited, making it hard to place the research and the 
participants in context. These are factors which the present study aimed to address in 
order to improve research in this field.
In summary, despite the complexities surrounding definitions and methodologies, there 
is overwhelming evidence to suggest that children can be adversely affected by 
exposure to domestic violence. We can therefore see why for many families, fleeing 
domestic violence and moving into temporary accommodation is considered the only 
option for survival.
1.6 Temporary Accommodation
Definition and prevaience
Temporary accommodation refers to housing such as ‘bed and breakfasts’, refuges or 
hostels that provide shelter for women and their children for a limited time period when 
they flee from domestic violence. In the UK, when women and their families flee
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domestic violence, they most often move into a refuge or shelter.^ However this move 
may also entail the use of ‘bed and breakfasts’ and the homes of friends or extended 
families (www.womensaid.org.uk). Figures regarding the prevalence of the use of 
temporary accommodation are only available from refuges making it hard to know the 
prevalence of women and children residing in other forms of temporary 
accommodation. From the most recent available census conducted by the charity 
Women’s Aid, there are thought to be approximately 550 refuges in England. On 
average over the last seven years these have provided refuge to between 19 and 24 
thousand children annually (Barron, 2007). The biggest reasons for families to be 
turned away are limited space and a lack of funding (Barron, 2007). Due to only some 
refuges collecting data and other forms of temporary accommodation not being 
included in these figures, the estimates presented here are likely to underestimate the 
amount of families who reside in temporary accommodation. Nevertheless, from these 
available figures, one can hypothesise that the living environment within a refuge may 
feel cramped and crowded for children. This is something mirrored in research looking 
at refuges in America where under-funded and overcrowded resources for those fleeing 
domestic violence have been found (Sopczyk, 2007).
A different environment for chiidren
Temporary accommodation is a temporary and transient environment for children; there 
are not only new people to adjust to but also a whole new environment for children to 
manage. For example, Sopczyk (2007) talks about new rules and policies children and 
mothers must adhere to whilst living in a refuge which may be very different to the 
structures and ways of parenting they experienced at home.
Further, the environment of temporary accommodation can be seen to have new, 
additional threats and risks associated with it. For example, the move into a refuge may 
be associated with an increase in persistent attempts at contact from the perpetrator or 
family members, rather than a removal of threat from the perpetrator (Holt et al., 2008).
® The use of refuge and shelter reflects UK and non-UK terminology. Throughout this 
introduction, the term refuge will be used when referring to refuges and shelters to provide 
consistency and clarity for the reader.
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Living in temporary accommodation
Living in temporary accommodation is therefore considered to have distinct effects on 
the child separate from those of being exposed to domestic violence (Holt et a!., 2008). 
Indeed previous research has indicated that children in refuges can be thought of as a 
distinct population (Kitzman et al., 2003). For example, it has been suggested that they 
experience both the exposure to domestic violence, and the transition into temporary 
accommodation, with each of these experiences having the potential to cause distress 
for the child (Edieson, 1999a; Holt et al., 2008). However, very few studies separate out 
these two sources of possible distress for children. Indeed, research into the impact of 
living in a refuge is often incorporated as part of a wider question regarding the 
experience or impact of exposure to domestic violence (e.g. Jarvis et al., 2005).
Fantuzzo et al. (1991) have conducted one of the few studies looking at social and 
emotional functioning outcomes of children in refuges as separate from children still 
residing at home following exposure to domestic violence. They found that children 
(aged 3-6 years old) living in refuges experienced a level of internalising problems (e.g. 
withdrawal and anxiety) that was significantly higher than those found in comparable 
groups of children that had been exposed to both physical and verbal domestic 
violence, but had not moved into a refuge. In addition, they found that the children who 
were residing in a refuge displayed lower levels of social competency and maternal 
acceptance than the other groups of children. These findings were consistent after the 
level of physical and verbal inter-parental violence was accounted for. The authors drew 
on Rutter’s cumulative stressor hypothesis (1981) to suggest that it was the 
accumulation of the stress of being exposed to verbal plus physical conflict, plus 
adjusting to the refuge environment, that resulted in poorer outcomes for these children. 
It is well documented that moving house, as well as changes in school, social activities 
and living conditions can build up to increase an individual’s vulnerability to stress and 
stress-related health problems (e.g. Holmes & Rahe, 1967). Further, the move into 
temporary accommodation can be seen as having the potential to remove many 
protective factors such as peer support and a stable educational environment (Wolfe et 
al., 2003).
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The transition into temporary accommodation for chiidren
Based on the limited number of studies looking specifically at the adjustment of children 
in temporary accommodation, a range of factors have been suggested as influencing 
their transition into this new environment. For example, Hughes (1986) suggested that 
age, gender, amount of violence witnessed, and stability of the mother’s own mental 
health, all affected a child’s adjustment into temporary accommodation. In a qualitative 
study with children, mothers and refuge workers, Sopczyk (2007) noted how the child’s 
adjustment into the refuge was affected by the refuge environment, the role of the 
mother, the child themselves and external forces outside the refuge. Indeed, the 
relationship between mother and child as a protective or risk factor has been discussed 
increasingly in the literature over more recent years. Humphreys et al. (2006) discuss 
multiple ways the child-mother relationship may be undermined by violence 
experienced prior to moving into temporary accommodation and Sopczyk (2007) 
suggests this relationship may be further undermined by certain refuge environments. 
However, caution must be drawn in assuming all relationships between children and 
their mothers are damaged upon entry to a refuge. Extending this point, Jarvis et al. 
(2005) found that both children (aged 6-12 years old) and their mothers reported a 
positive relationship and suggested that this may have actually facilitated the children’s 
transition into temporary accommodation. Further, they found that children experienced 
refuges as a positive environment and felt happier and safer there, although some 
disliked the rules.
The above findings suggest just a few factors that can influence children’s adjustment 
into temporary accommodation. However, much of this research (with the exception of 
Sopczyk, 2007) relies on mothers’ reports of the perceived impact of this transition on 
their child. In addition, when children have been asked directly, their perception of living 
in a refuge is often not separated by the author from their experience of being exposed 
to domestic violence. Thus, very little is known about the child’s own experience of the 
process and transition into temporary accommodation.
The child’s voice
To the researcher’s knowledge only a handful of published studies have attempted to 
capture the child’s own experience of living in temporary accommodation in the UK 
(Saunders, 1995, Humphreys et al., 2006, Mullender et al., 1998) or in the USA (e.g.
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Sopczyk, 2007). However, these studies have provided an insight into the complexity of 
a child’s experience of the transition into temporary accommodation separate from that 
of exposure to domestic violence. For example, in their study undertaken in England, 
Mullender et al. (1998) visited eight refuges and interviewed children of all ages that 
were able to take part in this process. They found that children valued play equipment 
and resources in temporary accommodation, liked having new friends to play with and 
valued meeting others in the same situation as them. Further, children reported feeling 
supported by the child workers in refuges, feeling safer and believing that their mothers 
were not going to get hit again. These findings seem to appear in contrast to concerns 
that the move into temporary accommodation provides children with a distinct set of 
further challenges and has the potential to remove protective factors (e.g. Holt et al., 
2008; Wolfe ef a/., 2003).
Other research, however, has highlighted children feeling unsupported by child workers 
in refuges due to limitations in the amount of time available to spend with children 
(Saunders, 1995). Moreover, difficulties with facilities available, reactions of others, 
changes in school and their relationships with family members were reported by 
children moving into the refuge environment (Saunders, 1995). Sopczyk (2007) spent 
26 months observing and interviewing children in an American refuge. The in-depth 
nature of this piece of work revealed that despite the majority of the children reporting 
the move into a refuge resulted in safety from the perpetrator, the adjustment to life in 
the refuge was experienced as difficult. For example, the children reported being very 
aware of the transient nature of their stay and remained confused and worried over their 
future living conditions and financial situations. Moreover, the children spoke about two 
major additional sources of adjustment; new schools and the separation from their 
father. Further, children felt the move resulted in numerous losses, including the loss of 
friendships and personal possessions. In addition Sopczyk (2007) speaks about the 
children, especially older boys, finding it difficult to adjust to new rules and policies in 
the refuge and all children experiencing evictions within the refuge as confusing and 
unforeseen. From a child’s perspective, one could, therefore, view the move into 
temporary accommodation as a psychosocial transition (Parkes, 1993). To meet the 
criteria for a psychosocial transition, the event must involve a major revision of 
assumptions about the individual’s world, have lasting implications, and take place over 
a relatively short time period (Parkes, 1993). A traumatic experience can be thought of
133
Major Research Project
as an event where the health or well-being of the individual has been threatened 
(Brewin et al., 1996, p.675). Considering this, we could see the move into temporary 
accommodation as having the potential to give rise to a range of experiences and 
effects that could be traumatic to children in their own right, alongside the effects of 
being exposed to domestic violence.
As in other research, (Humphreys et al., 2006), the mother-child relationship was 
considered important by the children themselves in Sopczyk’s study (2007). For 
example, all of the children reported being acutely aware of their mother’s distress and 
emotional fragility and were observed to reassure and protect their mothers. Older 
children especially reported that they did not want to go to their mothers with their 
problems as they did not want to trouble them with ‘what they considered unnecessary 
worries’ (p. 105).
In sum, the few initial studies in this area highlight the level of complexity and different 
experiences that children talk about regarding this time of transition. Indeed Sopczyk 
(2007) speaks about how all the children in her study were affected by a complex 
interaction of their prior experience, preparation surrounding the move, and 
developmental factors (e.g. age and response to stress). This area of research is still in 
its infancy and there is a need for further studies addressing the child’s perspective if 
we are to gain a more holistic picture of children’s experiences of the transition into 
temporary accommodation.
Particular needs for particular groups
Findings from the above studies suggest that there are likely to be particular needs for 
different groups of children living in temporary accommodation. For example, Mullender 
et al. (1998) highlight distinct needs for teenagers, disabled children and black children 
within their refuge sample. Looking at teenage children specifically, the researchers 
found that particular circumstances needed to be considered for teenage girls, such as 
information and support around pregnancy and abortion. Regarding age, Fantuzzo et 
al. (1991) highlight that younger children experience distinct effects of moving into 
temporary accommodation compared to older children. They hypothesise that this may 
be because younger children have had fewer opportunities to develop concrete coping 
mechanisms and practice empathy and pro-social behaviour, all of which may
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potentially serve as factors influencing the transition and adjustment into temporary 
accommodation.
Implications o f Research for Practice
The current available research is sparse and unclear regarding the effects of moving 
into temporary accommodation following exposure to domestic violence. The 
perspective of children regarding this transition is lacking. Further, some of the research 
looking at children’s experiences of the transition into a refuge was obtained over ten 
years ago when refuges lacked even more resources than they currently do 
(www.womensaid.org.uk). From the limited research in this area, children living in 
temporary accommodation can be considered to be a distinct and high risk population, 
where many of the family and child’s resources for coping have been removed. Further, 
living in temporary accommodation presents children with a different environment and 
unfamiliar set of living ‘rules’, which can create further strain on an already potentially 
vulnerable mother-child relationship. There remains a need to speak to children directly 
about this transition and there is currently a dearth of research addressing this. If 
policies and intervention programmes targeting children are to be effective, then we 
need to fully understand the experience and wishes of the child. It is vital we ask the 
children what ‘the responses they receive from various agencies [are], and whether 
there is any fit between what children feel they need and what they get’ (Mullender at 
ai, 2002, p.2). This may be even more pertinent if we consider that many refuges 
receive limited funding, a problem that has remained consistent. For example, 
Mullender at al. (1998) raised limited funding as an issue over ten years ago, yet in 
February of this year, Channel 4 reported that ‘more than half of domestic violence 
services across the country do not know if they will be able to remain fully open after 
March due to funding cuts’ (www.channel4.com). With Britain and the UK recently 
coming out of recession and still experiencing a time of financial fragility, we need to be 
directing the right resources at the right people. It may be that the potential difficulties 
experienced as a result of moving into temporary accommodation need addressing 
aside from interventions that focus on the impact of exposure to domestic violence.
In order to create services that fully address the needs of children, we must understand 
more about their inner world and how they subjectively experience the phenomenon of
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moving into, and living in, temporary accommodation, aside from their experiences of 
exposure to domestic violence. The child’s voice needs to be heard.
1.7 The Current Study
The current study aims to start to address the gaps indentified in existing research and 
knowledge by investigating how girls in latency to mid-adolescence'* experience the 
transition into temporary accommodation after exposure to domestic violence. We know 
from research that children from different cultures, genders and backgrounds have 
different experiences at different developmental stages, irrespective of exposure to 
domestic violence and moving into temporary accommodation. For example, the 
transition from latency into adolescence provides a unique set of challenges for 
children; during adolescence children experience many changes (social, biological and 
cognitive) and transitions (from primary into secondary school) that other age groups of 
children do not (Goldblatt, 2003; Perry & Pauletti, 2011). Considering Rutter’s 
cumulative stressor hypothesis (1981), it can be hypothesised that adolescents may 
already have multiple challenges to contend and cope with prior to their move into 
temporary accommodation. In addition, it has been suggested that there are different 
challenges for boys and girls from different backgrounds and cultures during this 
adolescent period. For example, Perry and Pauletti (2011) provide an excellent 
summary and discussion of a decade of research into gender and adolescent 
development. They note multiple gender differences at the time of adolescence 
including differences in abilities and interests, self-concept, social relationships, 
aggression and depression to name a few. It is not surprising then, that the limited 
research conducted so far with children in refuges suggests that diversity in 
background, gender, and age may affect the response and needs of children living in 
temporary accommodation (e.g. Mullender ef a/., 1998; Sopczyk, 2007).
Thus whilst it is acknowledged that obtaining the views of children as a whole regarding 
their experience of the transition into temporary accommodation would be valid and 
meaningful, a review of the literature suggests that gaining the perspective of girls in 
latency to mid-adolescence surrounding this transition may enable the appearance of
For the purpose of this study the period of latency to mid-adolescence refers to the ages of 10- 
16 during which the transition through puberty occurs (Herbert, 2003).
_ _
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interesting details that could be lost if this group was encapsulated within the wider 
group of ‘children’. Given their distinct needs at this developmental stage, helping to 
understand the transition into temporary accommodation from this particular 
perspective means a current gap in the existing literature will be addressed in a useful 
and meaningful way. To the researcher’s knowledge, no study exists detailing the 
specific perspective of girls this age regarding moving into temporary accommodation 
after exposure to domestic violence.
Research question and aims of the current study
This study aimed to attend to the gap in the current literature and understanding by 
addressing the following research question:
‘How do girls aged 10-16 years-old experience the transition into temporary 
accommodation following exposure to domestic violence’?
In addition, this study aimed to give a voice to the child and increase the awareness of 
the kind of support that this specific group of children may need at this particular 
transition point. The aim was to provide a rich and detailed account of how girls who are 
in latency to mid-adolescence experience moving into temporary accommodation, and 
for this reason, a qualitative methodology with a phenomenological focus was 
considered the most appropriate.
2. METHOD
2.1 A Qualitative Focus
A qualitative methodology was best suited to the aims of the study and was believed to 
be able to generate data most likely to illuminate the research question. Further, given 
the nature of this study, a qualitative methodology also allowed more sensitive 
questioning of participants, helping to minimise distress whilst allowing detailed 
information to be obtained. Use of the qualitative paradigm also addressed the 
limitations of using measures and questionnaires with children to establish their 
experiences in this context (Edieson et al., 2007).
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Assumptions of the research
In the interest of transparency, it is acknowledged that this research has been guided 
by a set of assumptions. It is assumed that individuals have their own perception of the 
social world as opposed to assuming the existence of one ultimate, objective world or 
reality. Thus there can be multiple versions or experiences of a phenomenon depending 
upon how individuals think and feel about them; that is, the meaning individuals give to 
a particular situation. This study assumes that knowledge regarding the social world 
and individual's experiences of it, can therefore be obtained and is ‘knowable’ by 
gaining access to individual's thoughts, beliefs and feelings to discover the meaning, or 
interpretation, attributed to an experience. Therefore, we as individuals, can make 
sense of the meaning someone gives a particular phenomenon through social 
interaction.
interpretative phenomenoiogicai anaiysis
Interpretative phenomenological analysis (IPA) was considered the most suitable 
methodology for this study as its principles overlap with the assumptions guiding this 
study. Further, I PA was considered the best method to address the research question 
given its unique focus and emphasis on phenomenology as discussed below.
I PA is influenced by three areas of philosophical knowledge; phenomenology, 
hermeneutics and idiography. Phenomenology is concerned with understanding what 
lived experience is like for individuals. I PA therefore suspends the belief of a notion of a 
single reality, and instead, focuses on individual’s subjective perceptions of an 
experience by accessing the conscious content of their experience through feelings, 
cognitions and language (Smith eta!., 2009).
I PA further sees an individual’s lived experience as inter-subjective. Inter-subjectivity 
describes our relatedness to the world around us and ‘our ability to communicate with, 
and make sense of, each other’ (Smith at al., 2009, p. 17). Thus, the theory of 
interpretation (hermeneutics) is also crucial in IPA’s assumption that as part of the lived 
world, the researcher will form an interpretation of the participant’s subjective lived 
experience based on their own thoughts and feelings (Smith at al., 2009). I PA also 
assumes that there can be similarities in the core of, or the essence of unique, 
subjective experiences (Smith at al., 2009, p.21). Whilst the primary aim is to attempt to
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describe experiences as perceived by the individual, themes and patterns that emerge 
from a collection of individual discussions can also be identified.
Finally, I PA is concerned with the specific (idiography). Its use focuses on 
understanding or gaining insight and detail about how a specific phenomenon or 
experience is understood and experienced by an individual (Smith et al., 2009). 
Consideration and in depth analysis of the individual is therefore conducted before any 
general claims or themes are entertained (Smith et al., 2009).
This research is interested in how girls make sense of, and experience, the specific 
phenomenon of moving into temporary accommodation following exposure to domestic 
violence. Therefore I PA was considered the most suitable method of analysis to 
address this research question as it allows the researcher to gain detailed, meaningful 
accounts of this transition as experienced by the individual girls. Indeed, I PA is 
considered particularly well suited to addressing questions around how people ‘perceive 
and understand significant events in their lives’ (Smith & Eatough, 2007, p.36).
2.2 Participants
Sampling and recruitment
Purposeful sampling was conducted identifying girls in latency to mid-adolescence 
(from now on known as ‘girls’), aged 10-16, who had been exposed to domestic 
violence and moved into a refuge or other form of temporary accommodation.
Recruitment was conducted via two charities. One charity manages numerous refuges 
and the other supports women who live in other forms of temporary accommodation, 
but has links with local refuges. Child workers at the charities disseminated information 
about the research via information sheets (Appendixes A & B). Girls then made 
themselves known to the researcher via the child workers, with the mothers’ agreement.
Anyone who was not fluent in English or British born was not recruited for this study as 
it was not feasible to use interpreters given the cost and time taken to arrange this. 
Further, it is likely that culture and ethnicity plays a factor in differentiating experiences 
for children (e.g. Miles & Thomas, 2007) and so an attempt was made to achieve a 
sample as homogeneous as possible (Smith et al., 2009). In addition, any girl the
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charities or mothers thought would find the experience too distressing was not 
recruited.
Situation of the sample
In total, five children were interviewed. The youngest child was 10 and the eldest 16. All 
participants were British born and were the eldest child within the family, each having 
younger siblings. It was anticipated that the girls’ position within the family may have 
encompassed associated expectations and responsibilities as the eldest child which 
could potentially contribute to an increased awareness of the broader effects of 
domestic violence. At the time of interview, children had lived in temporary 
accommodation for between six months and several years. For all but one child, this 
was their first stay in such accommodation. Table 1 provides further demographic 
information to help situate the sample.
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Table 1: Demographic factors to situate sample without compromising anonymity
Name
(fictitious)
Ethnicity Perpetrator’s 
relationship 
to child®
Length of 
time mother 
in abusive 
relationship
Type of 
Temporary 
Accommodation
Length
of
Interview
Rhiannon 16
White/Afro
Caribbean
Step-father Over 3 years Refuge
38
minutes
Darla 16
British
Asian
Step-father Over 6 years Refuge
85
minutes
Ruby 10
White
British
Father Over 9 years
Refuge/Bed and 
Breakfast
73
minutes
Ashley 14
White
British
Father
Over 10 
years
Bed and 
Breakfast
57
minutes
Jessica 12
White
British
Father
Over 12 
years
Refuge
64
minutes
2.3 Procedure 
Method of data collection
The method of data collection chosen was semi-structured interviews. Semi-structured 
interviews are considered an appropriate method of data collection for the age range of 
the participants and the specific qualitative methodology chosen (Smith et al., 2003; 
Smith et ai, 2009). Interviews took place over a period of nine months.
Development of interview schedule and consent forms
Information sheets, consent forms and the interview schedule were developed with the 
researcher’s supervisor and input from staff, mothers and girls from the charities.
® The alleged perpetrator was the girl’s father, step-father, or mother’s new partner. However, to 
aid clarity for the reader when referring to this person the term ‘perpetrator’ is used throughout.
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The researcher used guidance from Smith et al. (2009) to ensure the interview 
schedule included questions and prompts that would elicit the most information from 
participants (Appendix C). The broad areas covered in the interview schedule 
surrounded children’s experiences of just before the move, the actual journey and what 
it was like living in temporary accommodation. Further, their experiences of coping with 
this process were discussed.
The interviews
The interviews lasted between 38 and 85 minutes and were conducted in the 
participant’s place of residence. Interviews were recorded using a dictation machine. 
Prior to the interview, informed consent was obtained from the girls (Appendix D) and 
their mothers (Appendix E). Demographic information was collected from the mothers 
(Appendix F).
Following the interviews, all participants and their mothers were given a separate 
debrief sheet (Appendixes G & H). The child workers at both charities were aware that 
the interview had taken place so they could monitor the child as needed.
2.4 Ethical Considerations
Ethical approval
Ethical approval was obtained from the University’s Faculty of Arts and Human 
Sciences Ethics Committee (Appendix I). Ethical approval was also obtained from the 
charities used for recruitment (Appendix J & K).
Confidentiality and anonymity
Anonymity was sought throughout the current study. Real names on the consent forms 
were only seen by the researcher and no addresses were recorded. The Girl’s identities 
were protected by changing names and omitting information that could lead to their 
identification (e.g. geographical locations). Throughout the study all information was 
stored in accordance with the Data Protection Act (1998).
The limits of confidentiality were also explained to the children and that if any harm to 
self or others was disclosed, including any mention of contact from the perpetrators, a 
pre-arranged procedure (already agreed with the charities and the mothers) was put
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into place. This involved the researcher immediately alerting a named professional 
within the charities so that they could carry out their safeguarding children procedure. 
On only one occasion did the researcher need to put this process into action with both 
the child and mother’s awareness. The matter was resolved without the need to 
implement any formal safeguarding procedures.
Minimising distress
During the interviews all the girls had the option of a having an appropriate individual to 
be present in the room. This was not required or requested by any of the girls. A ‘safe 
word’ was agreed with those children that wanted it prior to commencement of the 
interview. This could be used without any explanation by the child should they wish to 
not answer a question or to terminate the interview at any stage and for any reason. A 
distress chart (Appendix L) was used with every child to monitor their distress 
throughout the interview.
2.5 Data Analysis
Each audio recording was transcribed verbatim. Data were analysed using I PA. 
Although it is recognised there is no ‘right’ way of conducting I PA, as a novice, the 
researcher used guidelines from Smith at al. (2009). Each interview was listened to 
multiple times alongside reading the accompanying transcript in order to become 
immersed in the data. At this point initial ideas and connections that came to the 
researcher’s mind were written down in a note book and this process used to enable 
some ‘bracketing o ff of fore-knowledge (discussed further later).
The second step was to take each transcript and begin initial noting of the content, 
paying attention to descriptive, linguistic and conceptual comments within the text 
(Smith at al., 2009). From these comments, emergent themes were then considered for 
each individual transcript. Emergent themes looked for connections within the initial 
notes made, with an attempt to strike a balance between retaining the detail in the 
participants’ accounts whilst also capturing the interpretations of the researcher; thus 
ensuring the emergent themes reflected a level of abstraction and conceptual 
understanding (Smith at al., 2009). An example of part of an annotated transcript can 
be found in Appendix M.
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Following this, connections and links between the emergent themes were indentified 
and clustered together to form superordinate or sub-themes within each transcript. 
Foliowing guidance by Smith et al. (2009), processes such as abstraction, polarization 
and numeration were held in mind when developing superordinate themes. For 
example, numeration is when a superordinate theme is developed as a result of the 
amount of times a particular emergent theme is mentioned. This process required 
constant engagement with the text to ensure the emergent and superordinate themes 
were grounded in the participant’s original words. Initial superordinate themes for each 
transcript were entered onto a computer and then several revisions of these were 
completed, until the researcher was confident that each transcript had a list of between 
10-15 superordinate themes.
Analysing across all five transcripts was then completed. This was done at the level of 
superordinate themes to ensure the richness of individual data was kept before a 
reduction of detail into master themes. Master themes were achieved by looking for 
themes and connections across the superordinate themes of each transcript in a similar 
way to how superordinate themes were developed. Following this, a further revision of 
superordinate themes was completed to achieve a group of superordiante themes 
across all five transcripts.
2.6 Quality Assurance
There have been several guidelines offered to help legitimise and validate qualitative 
research and ensure the quality control and credibility of such studies (e.g. Elliot at al., 
1999; Yardley, 2000). A consistent guideline suggested is to own one’s own perspective 
and recognise the relationship of the researcher and participant; thus providing 
transparency regarding the process of data collection and analysis. Indeed, I PA 
proposes that any researcher will influence the process of analysis and interpretation 
due to their own preconceptions. Therefore the goal throughout the research process, 
but especially during analysis, is to give priority to the phenomenon under exploration 
rather than one’s own preconceptions (Smith at al., 2009). Bracketing is a method used 
to aid the researcher in doing this. The concept of ‘bracketing-off describes the process 
of putting aside one’s own preconceptions whilst analysing any data (Smith at al., 
2009).
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To aid the process of bracketing, the researcher was interviewed by a fellow colleague 
at the beginning, middle and end of the research process. In addition, a reflective diary 
and regular supervision throughout the research process, especially during analysis, 
aided the acknowledgement and processing of the researcher’s own feelings, reactions 
and assumptions to aid bracketing (see Appendix N). Thus an ‘audit trail’, where a 
record was held of the researcher’s thinking through the analytic steps and decision 
making processes in the research, and an ‘independent audit’ (Smith et al., 2009), 
where feedback from the researcher’s supervisor and colleague regarding the 
interpretations made, was held to ensure interpretations were grounded in the 
participant’s words. In the spirit of transparency, a summary of the researcher’s position 
in relation to the participants is now considered.
Reflective iens of the researcher
To remain transparent about my position to the participants in this study, I have used 
the concept of ‘the lens’ of the researcher (Hoffman, 1990) to help organise and 
consider my fore-knowledge.
I am a 27 year-old white, British hetero-sexual female who has no personal experience 
of exposure to domestic violence as a child or of moving into temporary 
accommodation. However, my own upbringing and experiences of being adopted 
alongside my parents fostering other children has left me with a particular interest 
regarding how children experience difference and cope with traumatic events. As I have 
grown into a young adult I am currently at a stage in my life where myself and my peers 
are forming lasting relationships and having children. For some of these friends, 
domestic violence has been part of their stories. Witnessing individuals’ struggles to 
gain access to services for their children following events such as these, has lead me to 
become especially passionate about listening to the child’s voice in these situations.
Family and cultural lens
I have grown up in a middle-class family. Although I live in a culture where violence to 
children is considered unacceptable, there still remains confusion and mixed feelings 
around certain forms of discipline (e.g. the abolition of smacking). Within my family, the 
man is the financial provider and I have never experienced financial insecurity. I have a 
network of people to support me should I need it and have never experienced social 
isolation on a large scale. I was aware that I came from a different background from
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some of the children interviewed in this study and as such was careful about remaining 
curious about the process by which they had come to live in temporary accommodation 
aside escaping violence.
Coming from a close family I have also had the experience of forgiving individuals for 
events that were extremely difficult. I also have experience of seeing foster children 
remaining loyal to their parents despite horrendous abuse. I was, therefore, aware that 
children may show forgiveness towards the perpetrator. However, I was surprised by 
the level of vulnerability the children saw in this person and was mindful of being 
curious about how the child’s perception of the perpetrator influenced their experience 
of moving, if at all.
Through my personal experience of living in a family where there were also foster 
children, I had an assumption that children would feel safer moving into temporary 
accommodation. In initial interviews I was surprised by the continued level of threat and 
fear felt by the children and became quickly curious about this, wondering how the 
children managed this experience.
Gender and age lens
As a female myself, I have experience of, and an assumption about, what being an 
adolescent girl is like. I had assumed that the children in this study would be 
experiencing additional multiple life changes and transitions (such as moving schools) 
alongside the move into temporary accommodation. However, I was struck that in some 
cases these were given more importance than leaving the abusive or violent home. 
Thus, I was thoughtful about listening to the relative importance each child placed on 
their own experiences and struggles during this period of adolescence.
I think my gender, age and ethnicity aided interviews with children. I found the children 
to be more open than I expected, after all I was a stranger to them. The level of trust 
offered to me was powerful; I had been given a piece of something so personal. On 
reflection, I wondered whether there was something more comfortable about me being 
a stranger. There was shame in some of the children’s accounts and it made me 
wonder whether it was easier to tell a stranger, knowing they never had to see me 
again.
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Professional lens
I am a trainee clinical psychologist. Before I started this current study, my work in child 
and adolescent mental health services made me aware of the confusion and 
uncertainty around how to support children exposed to domestic violence. This was 
especially true if they were considered ‘in crisis’ as a result of being in temporary 
accommodation. Often the team would consider that the child’s presenting problem was 
‘understandable’ given what they had been through. Whilst I believe it is important not 
to pathologise children and their responses, I felt that this ‘normalising’ approach meant 
children’s needs were getting missed. I wondered whether some of the children 
themselves experienced similar feelings.
During the process of completing this research, I began to work in a specialist trauma 
service with individuals suffering from PTSD. I began to read a lot of literature around 
this time and had to ensure I was aware of the potential influence of this during 
analysis. I re-visited transcripts numerous times to evaluate my interpretations and was 
especially mindful of doing this when I had alluded to a trauma perspective. Instead of 
acting as a bias, I hoped this awareness enabled me to ensure I was listening to what 
the children were saying and that actually this ‘lens’ aided my discussion of the results 
and linking to theory that would help a professional such as a clinical psychologist.
During meetings prior to interviews starting, 1 was surprised by the responses of some 
of the staff in the refuges working with children. One particular refuge had a culture of 
not talking to children as they did not want to ‘make it worse’. 1 realised my level of 
training and awareness of knowledge and theory as a trainee clinical psychologist, was 
very different to that even of trained child professionals working within temporary 
accommodation. I was mindful therefore to consider in the interviews that children may 
have had mixed experiences of support both within and between different places of 
temporary accommodation.
The lens of others
Throughout the process of completing this study, discussions with my supervisor and 
peers were essential in offering wider perspectives and thoughts. This enabled my 
curiosity around what the children were saying to remain open rather than narrow. 
However, there were some things that were perhaps afforded less attention as will now 
be discussed.
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The lenses less In focus
Factors such as religion and sexuality were not explored as much in the interviews. 
Although these things were not mentioned by the children as influencing their 
experience of moving into temporary accommodation, there may have been an 
assumption by the children that I was a heterosexual female with no religious beliefs 
making it hard for children to volunteer certain information. Although brought up in a 
faith, I am not actively practising my religion and having no experience of being gay as 
an adolescent, these things may have been explored less in the interviews and 
analysis.
3. RESULTS
3.1 Overview
The aim of the current study was to provide a rich, detailed account of how a group of 
adolescent girls experienced the transition into temporary accommodation after 
exposure to domestic violence. After analysis using I PA, three master themes emerged. 
These were: (1) ‘the transition into a whole new world with loss and change - out of their 
hands’, (2) ‘the relentlessness of feeling unsafe and uncertain, and (3) ‘coping with the 
transition - at the mercy of their environment and the actions of others’. These themes 
and their associated superordinate or sub-themes are summarised in Table 2. 
Throughout these themes there was a sense the girls felt helpless and experienced a 
lack of agency during the transition into temporary accommodation. This section 
discusses each of the master and sub-themes presented in this table, supporting any 
interpretations made with the quotation of verbatim extracts from the girl’s transcripts®. 
A more detaiied table including emergent themes can be found in Appendix O.
® Information omitted in quotations will be indicated by the following ellipsis points (...). Square 
brackets [ ] are used to clarify information for the reader.
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Table 2: List of Master and Corresponding Sub-themes.
Master Themes Sub-Themes
Them e One: The Transition 
into a W hole New World with 
Loss and Change - Out of 
their Hands
a. The journey from the home -  out of their control
b. A new world - change and difference with no control
c. Losses as a result of moving
Them e Two: The  
Relentlessness of Feeling 
Unsafe and Uncertain
a. Trapped in an unsafe world
b. The relentlessness of uncertainty -  confusion and 
unanswered questions
c. Consequences of living in an unsafe and uncertain world
Them e Three: Coping with the 
Transition - at the Mercy of 
their Environment and the 
Actions of Others
a. Coping as a personal experience but one with no choice
b. The interplay of protection, loyalty, fear and repercussions of 
talking to adults
c. The need to escape within escaping - both physically and 
mentally
d. The need to let it out and have space to process
e. The role of others in preventing or facilitating coping at every 
step
3.2 Theme One: The Transition into a Whole New World with Loss and Change -  
Out of their Hands
This theme centred on how the girls experience the whole process of moving into 
temporary accommodation; from finding out a move was going to take place through to 
their adjustment to their new environment. Three sub-themes emerged which are 
believed to capture the experience of this transition from the perspective of the girls 
interviewed. These were: (a) ‘the journey from the home -  out of their control', (b) ‘a 
new world -  change and difference with no control’, and (c) ‘losses as a result of 
moving’.
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a, The Journey from the home -  out o f the ir contro l
When describing the move, many of the girls spoke of the apparent suddenness of the
decision taken by their mothers. It seemed that the perpetrator’s temporary absence 
often prompted the decision to leave and that there was a sense of urgency about the
move, with the need to leave quickly before he returned:
Um, he [perpetrator], I think he went out somewhere, I ’m not sure and then my 
mum just quickly like we went to the downstairs ‘cause we lived on like the top 
floor of the flat so, quickly went to the middle floor to see if he was going to 
come up in the lift or not and then we called the taxi and we waited until he 
came and then we ran outside to the taxi and then we went here [refuge] 
(Rhiannon).
The actual journey was experienced in a range of ways by the girls; as a successful, 
positive escape or as a journey laden with sadness and guilt:
I felt really like horrible and the night before we did leave I was really, really 
upset so like after that when we was actually like on the journey, he [perpetrator] 
like, he was ringing and like texting and it was like, it was kinda sad, like, we 
was all crying (Jessica).
I was happy so was my mum she was like yes we did it and then just drove 
away (Rhiannon).
Regardless of how the girls felt about the move, many seemed to feel that there was 
little warning and no choice in leaving despite their own feelings about this. The girls 
therefore suggested that this process was completely out of their control:
I went, 7 don’t like refuges” and she [mum] went "tough we have to go here 
otherwise your dad won’t stop knocking on the door” (Ruby).
150
Major Research Project
b. A new  w orld  - change and  difference with no control
This sub-theme centred on the amount of change and difference that the girls 
experienced as a result of moving into temporary accommodation. The girls were clear 
in their accounts that change and loss were distinct and experienced as different to 
each other. It seemed it was the relative nature of change that was crucial, with the girls 
suggesting moving into temporary accommodation was like moving into a whole new 
world, or foreign environment with changes to both their actual living space and 
surrounding area:
Where I used to live it was Just all white area and like my friends were either 
white or black or mixed race, no Asians. And here it's like Asians galore. It's like 
mini India (Darla).
When we went in the room, it, str- it I looked round and went, this lo- this is 
weird (Ruby).
It wasn’t as noisy as [town name] it was more quieter, it was near shops 
(Ashley).
In addition, the girls spoke about unexpected changes that moving into temporary 
accommodation resulted in. These included changes in routine and rules that were 
inherent with moving into temporary accommodation, but which were unknown to the 
girls at the time. The girls spoke about times when these changes prevented them from 
acting or behaving in a way they would like to, but felt that they had no choice in 
adhering to these changes:
I was really upset because like I knew that I wanted to reply [to the perpetrator] 
and then I knew that I was upsetting him and that I really wanted to reply to him 
but my mum was like "no you can’t text back” ‘cause the policy here is no 
contact from the person that you’ve run away from (Jessica).
Thus it appeared that the girls often felt they had no choice or control over their new 
world. The relative nature of change was seen in the girls’ accounts not only with them
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comparing their new world with their 'old' one, but also by the girls comparing the 
current change of moving into temporary accommodation with other changes occurring 
in their life at the same time (e.g. moving schools). This seemed to determine the 
importance the girls placed on certain changes when moving into temporary 
accommodation and whether change was seen as a positive or negative:
Yeah, erm I don’t really think about the other changes just me going into another 
secondary school (Rhiannon).
[How the refuge was different to their previous environment] Nobody threatened 
to put washing up liquid down my throat and did anything (Ruby).
c. Losses as a result o f m oving
All the girls spoke about a multitude of losses that they felt had occurred as a result of 
moving. Many of the children spoke of the loss of personal space and how this was 
considered to be the worst thing about moving, even over the loss of the family home 
and material objects:
Like you’ve always got someone in your ear or annoying you it ’s like oh just go 
away and you can’t, you, you have nowhere to go really like I can come in here 
but they can follow me, ‘cause there’s no lock I can’t lock It I can’t lock everyone 
out (Jessica).
Here we may see that the loss of personal space externally could mean the 
impossibility of having space internally where Jessica refers to the consistent nature of 
having someone ‘in your ear’. In addition her reference of having ‘no-where to go’ could 
mean that she has both no-where to go physically as well as no-where to go mentally 
as wherever she goes she always has interference internally. Further, Jessica’s 
repetition and the use of ‘can’t’ may signify her feelings of powerlessness in changing 
this situation. Jessica speaks about locking ‘it’ out and then locking ‘everyone’ out, 
again suggesting that there may be the external process of wanting to keep the people 
in the refuge at a distance to give physical space, but also a desire to remove the 
constant nature of the lack of internal space or ‘it’ from within her. This further quote 
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highlights the importance other girls seem to place on this loss of space relative to other 
losses:
I think, a house even though you might have bad memories in it a house is a 
house and even though you might have mmm, might have shared bad stuff in 
there it's still your house and it's still, you've still got your stuff your privacy your 
space and yeah...I'm more worried about, not worried. I'm, I've lost out on my 
space that's all it is (Darla).
The loss of friends was considered important by all the girls alongside other losses 
including the loss of material items, a sense of losing what one was entitled to and the 
loss of a father:
I was more worried about losing my friends, losing like, kind o f people I knew 
(Darla).
I could like, could g- go out and knock on my friends house or something, coz I 
had loads of friends on my street, but like here I can’t (Jessica).
Well when you move from [removed], I didn’t get to say goodbye to my friends 
coz, we had to like run away like at night time {Rhiannon).
I wouldn’t, well I’d still have a dad but It wouldn’t be the same...’cause my dad 
wouldn’t be there and then I’d lose my dad (Ashley).
Here Ashley talks about the difference between a factual and a felt loss. Although she 
still has a father, she is losing his physical presence. In addition, she separates him ‘not 
being there’ from ‘I’d lose my dad’ suggesting an extra layer of loss of the emotional 
relationship with her father. Further, her use of ‘I’ throughout may suggest a level of 
responsibility in this loss. Ashley became very upset at this point in the interview and 
her sadness could be viewed as similar to a grief reaction when someone loses a 
person through death (Parkes, 1996; Fredman, 1997).
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In addition, the girls cited experiencing losses even after moving into temporary 
accommodation such as the loss of other residents in the refuge:
[Talking about residents leaving] I was like really gutted ’cause they’re still on 
the door [notice o f eviction] and like I, I still feel gutted (Jessica).
Although the girls also cited some gains as a result of moving out of the home (e.g. 
spending more time with their mother and seeing their extended family more), the girls 
repeatedly struggled to label these things as gains. Indeed, it seemed that rather than 
gaining something, what the girls were implying was that moving prevented other 
significant losses, such as the death of their mother:
I ’d be able to talk to my mum more, ‘cause when he was living In [name of place 
removed] he’s [perpetrator] like not kept her prisoner but like we didn’t really get 
to see her, like talk to her that much ‘cause he was ]ust keep her to himself 
(Rhiannon).
‘Cause then if we stayed, my mum would have probably been dead by now 
(Ashley).
3.3 Theme Two: The Relentlessness of Feeling Unsafe and Uncertain
The second theme concerned the relentless nature of threat and fear and an inability to 
feel safe despite the move away from domestic violence. Not only were existing fears 
and worries (e.g. around violence from the perpetrator) still relevant and pervasive after 
the move, but adapting to living in temporary accommodation provided its own set of 
fears and uncertainties for the girls. This theme consisted of three sub themes: (a) 
‘trapped in an unsafe world', (b) ‘the relentlessness of uncertainty -  confusion and 
unanswered questions’, and (c) ‘the consequences of living in an unsafe and uncertain 
world’.
a. Trapped In an unsafe w orld
All the girls spoke about living in an environment of threat and fear prior to the move 
and being acutely aware of the violence between their mothers and respective partners. 
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In addition, all but one girl reported directly experiencing child abuse. All of the girls 
spoke about the continuation and pervasiveness of threat and fear regarding being 
found, or having contact, with the perpetrator. In some cases, the move actually meant 
an escalation in their fear of the perpetrator. The girls discussed the threat of violence 
and that if the perpetrator found them it would result in death:
[When asked what was going through her mind when the perpetrator turned up 
at her school] What was going through my mind is that oh my god oh my god 
he’s going to kill us, he’s going to hurt us and all that kind of stuff (Ashley).
In her quote, Ashley talks about an unambiguous scenario which she seems certain to 
result in her and her family’s death. Her reference to ‘oh my God’ could be interpreted 
as her fear transcending her lived-in reality and could also be an example of when 
individuals talk to God shortly before they die (e.g. Morse et al., 1986). It could also be 
that in this scenario Ashley believes that only God would be able to save her, as the 
perpetrator is so powerful that no living human being could possibly stop their death. 
There seems no space in Ashley’s account for alternative scenarios and thus the threat 
and her own fear could be seen to be experienced as on-going and unrelenting.
This view of the threat from the perpetrator being permanent and unrelenting is 
repeated in other girls’ stories. For example, in Darla’s quote below we could see her 
use of ‘he’ll never leave me’ as a reference to her fear about the perpetrator never 
leaving her until she dies.
He said to me if I ever told anything anyone what he did he wouldn't ever leave 
me and he would kill me (Darla).
This continuation of threat was influenced by the girls’ perceptions of how adults were 
able to manage this. They were also concerned with other people’s knowledge 
regarding their location and others giving this information to the perpetrator. For 
example, many of the girls felt that adults in their new accommodation (e.g. refuge staff) 
might not be able to protect them if the perpetrator found them and that members of 
their extended family may increase this risk of being found. Therefore, any safety felt by 
the girls as a result of the move was considered extremely vulnerable:
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[On asking what the best thing about living in a refuge was] Safer, but it wasn’t 
really that safe ‘cause he could of came there when the staff wasn’t around 
(Rhiannon).
[On asking what it was that was safe about the refuge] Dad not, not knowing 
where I lived, and there’s no danger, but there is...If my dad knew where I lived 
‘cause someone told him where I lived, like my mum’s nan (Ruby).
The girls did not talk about how they perceived the role of their mothers in managing the 
threat from the perpetrator after fleeing the domestic violence. The girls seemed to view 
their mothers as powerless in managing threat prior to the move:
Obviously my mum couldn’t do nothing ‘cause he might of beat her yeah 
(Rhiannon).
If girls saw their mothers as powerless before the move, it may be they continued to see 
their mothers as powerless after the move. This may explain why mothers were not 
mentioned in many of the girls’ accounts with regard to their role in managing the 
anticipated threat after the move.
In addition to the threat and fear regarding the perpetrator, girls spoke about a range of 
new dangers and threats that were associated with living in temporary accommodation. 
For example, all the girls spoke about the relentless questioning from peers regarding 
who they were and why they could not disclose where they lived. The girls believed that 
they had to evaluate and manage these threats by themselves, often having to think on 
their feet when being questioned in a particular situation. This seemed to contribute to a 
sense that their relationships with other people were tenuous and that they had little 
control over their environment, thus perpetuating feelings of a general lack of safety:
[On managing questions from peers] I ’ll tell you if  I have to, and that’s what was 
going through my mind but I didn’t really want to do that In case she’d run off 
and tell the teacher (Ruby).
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[On speaking about managing questions from peers] It’s nerve-racking ‘cause 
like you just have to make it up as you go along (Jessica).
b. The relentlessness o f uncertainty  -  confusion and  unansw ered questions.
This sub-theme was centred on how throughout the girls’ experience of domestic 
violence and moving into temporary accommodation there was a pervasive and 
continued sense of uncertainty. The uncertainty surrounded confusion and unanswered 
questions regarding domestic violence and child abuse before the move. The girls also 
expressed uncertainty regarding why the move needed to happen, whose fault the 
process was, the restrictions of their new worlds, others’ behaviour and what might 
happen in their futures. Discussing the actual move highlighted the level of confusion 
the girls experienced and their worries about their immediate and longer term futures:
On the journey I was thinking like oh well why, why can’t I talk to me dad, will I 
be able to talk to my dad, would he know why we’ve gone, will he understand? 
(Jessica).
[On talking about the move] I was thinking where the hell are we going to go, 
and wondering like how we’re going to get there and stuff...like will we ever see 
our family again (Rhiannon).
The responses of others and withholding of knowledge seemed to heighten the girls’ 
confusion and uncertainty and left children with many unanswered questions about the 
process and how to manage it. Many of the girls spoke about the discrepancies 
between children’s and adults’ knowledge and the desire to know and understand what 
was going on:
Just like you're [mum] giving me mixed messages. And it's just like what am I 
meant to do? (Darla).
I was happy and until I got to the place, I went, mum is this a refuge and she 
went um no it’s a house and I went, and then I got in and went mum it is a 
refuge why didn’t you tell me? (Ruby).
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[Talking about repiying to contact from perpetrator] I was thinking like oh why 
can’t I]ust reply why does it have to be this way, why did we have to run away? 
(Jessica).
Further there was a sense of uncertainty regarding whose fault the move and resultant 
consequences were:
I don't blame myself but I don't know, but I'm like quite, I think, it's kind of my 
fauit that we are here (Darla).
There was a sense throughout that living in an unsafe, uncertain world was beyond the 
child’s control and was pervasive, permanent and overwhelming. This seemed to result 
in the girls questioning their level of responsibility as well as a number of other 
consequences.
c. Consequences o f liv ing  in an unsafe and uncertain world
The girls all spoke of a range of current and long-term consequences that the process 
of moving had on their emotions, functioning and mental wellbeing. These were 
experienced within the context of uncertainty and a lack of safety described by the girls.
In terms of the emotional consequences of living with uncertainty and fear, girls 
described feeling depressed, angry, embarrassed, ashamed, and upset about having to 
manage their unsafe, uncertain world in a way they may have preferred not to:
i ’d settled down I didn’t want to move and I was getting angry (Rhiannon).
I felt really guilty having to leave my dad ‘cause like on that night he was being 
really nice and he had no idea (Jessica).
I don't know whether it's something to be ashamed of or not (Darla).
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Further, the emotional impact at times prevented help-seeking. As we see below. 
Ruby’s embarrassment and shame over her bed-wetting affects her self-perception and 
thus her ability to seek help from her mother:
I wet myself down there as well, and I went ok I ’m not going to tell mum this 
‘cause I ’m quite embarrassed (Ruby).
The girls spoke about this emotional impact as not only being severe and permanent 
but also as having consequences for their mental wellbeing that was beyond their 
control:
I kept waking up havin-having nightmares (Ruby).
It’s annoying sometimes because you think that it's, that you've Just want to get 
on with it but some things just come back to you and you don't want it to come 
back to you, (Darla).
She [mum] wants me to forget about It but I can’t ‘cause it’s Just such a bad 
memory I Just can’t forget [whispers] about it (Ashley).
In these quotes, we can see the emotional and mental effects are beyond the girls’ 
control and hence they ‘just come back’ to the girls like intrusions (Grey et al., 2002; 
van der Kolk & Fisler, 1995) even when they do not want them to; it is impossible for 
them to forget.
The girls also spoke about how the lack of safety and uncertainty affected their 
functioning, such as their motivation and ability to achieve at school. Again, help- 
seeking seemed to be prevented:
I couldn’t really talk back ‘cause I was scared and Just when you’re scared you 
Just stand still and Just don’t know what to do, my confidence was really bad 
and, didn’t want to work at school and just didn’t want do anything ‘cause, I was 
scared and Just didn’t know what to do and would Just sitting there In lessons 
Just laying on the table with my head on the table (Ashley).
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Here we see Ashley talk about being verbally and physically paralysed by fear which 
prevents her from being able to seek help. We could explain her sense of being 
paralysed if we look at her switch of using the word T to using the word ‘you’, which 
could be interpreted as an indication of dissociation due to the level of fear she feels. It 
has been suggested that a switch in the use of first to third person is a sign of 
dissociation which serves to protect individuals under great threat (Grey et al., 2002). A 
consequence of this ‘freeze mechanism’ (Grey et al., 2002) however, is that Ashley 
remains trapped in her unsafe, uncertain world as she is unable to seek help.
3.4 Theme Three: Coping with the Transition -  At the Mercy of their Environment 
and the Actions of Others
This theme is concerned with privileging the voice of the girls in understanding how they 
coped with the move into temporary accommodation after exposure to domestic 
violence. Five sub-themes help explain this process: (a) ‘coping as a personal 
experience but one with no choice’, (b) ‘the interplay of protection, loyalty, fear and 
repercussions of talking to adults’, (c) ‘the need to escape within escaping - both 
physically and mentally’, (d) ‘the need to let it out and have space to process, and (e) 
‘the role of others in preventing or facilitating coping at every step’.
a. Coping as a personai experience bu t one with no choice
The girls seemed to perceive themselves as different to other children and that their 
individual stories and ways of coping were unique. Although idiosyncratic, some of the 
girls made reference to gender, previous experiences and age as affecting their coping 
throughout the whole transition:
Obviously / couldn’t do nothing ’cause I ’m a girl and I was little (Rhiannon).
Further, coping appeared to be experienced as a process of habituation with girls 
seemingly having no agency in this:
It's annoying and, stressful at time and then you think you have to get on with it 
kind of thing (Darla).
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It was hard, but had to get used to it (Rhiannon).
Eventually you just get used to it (Jessica).
There seemed to be discrepancies between how the girls would like to act in a 
particular situation and what thought they had to do as a consequence of the transition. 
For example, the girls often thought they had to lie to cope with the threat of their 
whereabouts being discovered by their peers, even if this was not something they 
wanted to do:
[On asking why she feels guilty telling peers to stop asking her questions] Um 
‘cause I, I normally don’t like telling people that (Ruby).
Throughout the process of moving, the girls spoke about coping by seeking comfort 
from teddies or toys. There was a sense that these comforting objects were so 
important to the girls that they would risk their lives to keep this continuity in a context of 
change. Moreover, this type of coping indicated the girls as heavily reliant upon 
themselves for support, which could suggest their diminished ability to rely upon others:
If I got worried or upset about things ‘cause I still had my little teddy, which is up 
in my room, it’s a little dog, and ehm I used to hug it, if  I got worried or scared... I 
would basically risk my life just to go and get it (Ashley).
I took my teddy, dropped it in the middle o f the road, I had to stop and pick it up 
and mum said you don’t stop like th- that in the middle o f the road, ‘cause you 
could if a car don’t see you you could get run over (Ruby).
Like um, do things for myself not to rely on anyone (Darla).
b. The interplay o f protection, loyalty, fear and  repercussions o f talking to adults
Protection of the self and of others (mother, perpetrator, peers) was evident in the girls' 
accounts at a variety of levels. The girls spoke about protecting the integrity, physical
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and mental wellbeing of the self and of others. For example, girls seemed to protect the 
perpetrator by either viewing him as vulnerable or explicitly worrying and expressing 
concern about his physical or mental wellbeing. In some cases, the confusion over the 
perpetrator’s behaviour seemed to be resolved by viewing them as vulnerable and may 
also reflect a level of loyalty felt towards them:
My dad he wasn’t, he wasn’t exactly a bad person but like he just, he Just has 
like a problem and he won’t sort it (Jessica).
He can't be that good of a man like if he's telling me not to tell anyone so 
obviously he's scared himself (Darla).
Girls protected their mother’s integrity in their interviews by providing explanations for 
their mothers’ behaviour and by seeing them as vulnerable. A further consequence of 
viewing their mothers in this way was that the girls then protected their mothers on a 
different level by hiding their own emotions and worries from them:
She [mum] was like vulnerable at the time...I think if  I kept, like showed them 
[feelings] to my Mum then it would be harder for her (Darla).
Well mum accidentally wet the bed but it was like, it was it wasn’t that, it wasn’t, 
it was only because she was stressed (Ruby).
I don’t want to say anything to her [mum], ‘cause I don’t want to upset her 
(Jessica).
Girls spoke about the loyalty and protection of peers, their siblings and other residents 
within the temporary accommodation in order to manage the threat and risk of being 
found and the consequences of this:
I know that I ’ve got to like, betray their [peers at school] trust, and tell them lies 
but like I know it’s for the good of everyone else here [at the refuge] (Jessica).
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c. The need to escape within escaping  -  both physicaiiy  and m entaiiy
There was a sense from all the girls that they needed to escape the process of moving 
either physically (by avoiding peers within the refuge) or mentally (by distraction, use of 
toys and activities):
‘Cause that [games in temporary accommodation] ]ust took our minds off things 
as well, so I liked that really like, like really, really liked it (Ashley).
A whole bunch of people [in the refuge], went, hellooo who are you and they 
went can we make friends, can we make friends, my name is, my name, my 
name, my name, my name, and then I went woah and mum, mum will come in 
and can I run of- can I run into my bed please she went yes if  you must and I did 
(Ruby).
In the above quote from Ruby, her use of the word ‘woah’ suggests she is overwhelmed 
by the amount of new people she is meeting and the questions they are asking her. Her 
repetition of ‘my name’ as all the children introduced themselves signifies the amount of 
new people she encountered. She responds to this by asking to run to her room; the 
fact she did this if she ‘must’ could indicate a necessity felt by Ruby to escape 
physically from the situation. It could be that this physical escape is necessary to allow 
her mind to process the overwhelming nature of the amount of new people and 
questions.
All the girls spoke about cutting-off or hiding their own emotions from not only their 
mothers, but from themselves as well. It seemed that many of the girls did this by 
focusing more on others than themselves. There was a sense that this method of 
coping was utilised by the girls both before and after the move:
I still kept It to myself (Rhiannon).
I’m knows as the girl with no emotions (Jessica).
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I've never ever thought about how I really feel what's really going on I try to not 
hide but, to get away from it all... I try to think about other people (Darla).
d. The need to le t it out and  have space to process
This sub-theme enables insight into the paradoxical world of how the girls experience 
coping with the transition into temporary accommodation. Although the previous sub­
theme clearly highlights the role of emotional and cognitive cutting-off and avoidance in 
the girls’ coping, all the girls spoke about the desire and essential need to ‘let out’ and 
talk about their experiences in order to cope:
It’s not like I can Just like bury it (Jessica).
‘Cause like I had loads [emphasis] of stuff that I was worried about and loads of 
stuff that I wanted to talk to. There’s stuff that I wanted to let out (Ashley).
If we bury something it is dead, lifeless and can be covered up, although it may still live 
on in an individual’s mind (Parkes, 1996; Fredman, 1997). Above, Jessica is talking 
about the fact she is unable to bury the effects of her experience. Therefore, the impact 
and experience of moving into temporary accommodation could be seen to be alive, 
powerful, unable to be covered up and indeed living on in her mind.
The girls also spoke about needing space to themselves to manage the transition. They 
discussed the impact of the loss of space and why it was essential to them:
[On speaking about an NSPCC group] at last I had some time away from home 
[the refuge] and had some like quality time on my own (Ruby).
[When in refuge] I try to go to my nan's just to get a bit o f space...I was by 
myself and I wasn't used to It ‘cause I haven't done that for such a long time it 
was Just, Just felt so good (Darla).
[On talking about the need for space to self] Yeah ‘cause that’s when I could 
think about my, like, my head, like concentrate and, I don’t know how to explain 
it. Just something there where you can Just sit there and Just think (Ashley).
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The girls all seemed to describe benefits from talking and having space to themselves. 
For example, one girl said that as a result of having an adult to talk to, she was then 
able to talk to friends which positively influenced her concentration at school. Thus, girls 
spoke about how the external process of talking and having space facilitated positive 
internal changes:
I let it all out to her [friend] and it-1 feel more confident by how, like, I work in 
lessons ‘cause I put my hand up more and I]ust, I don’t feel distracted by what’s 
going on, ‘cause, like in your head you always have something going on in your 
head and then you ]ust don’t feel like working or something and then I put my 
hand up in class ‘cause I let it all out to Janet [friend] (Ashley).
What is clear in their accounts is that the girls felt a sense of control and choice in what 
they let out if the opportunity was there. Thus this was one area where the girls did 
experience some agency if given the opportunity to talk:
[On speaking about her experience of the NSPCC] I started off in a group and 
then I kept saying pass, pass on every question, ‘cause I didn’t want to speak 
about it...I got in my own and um, and I started talking and missing pass out, I 
answered every question on my own (Ruby).
In this quote. Ruby indicates choice and a purposeful decision in starting to talk when 
she had previously decided to ‘pass’ on answering questions. Further, it seems that her 
choice to do this was influenced by the situation and context and that given the 
environment needed. Ruby was able to make the choice to talk.
e. The role o f others in preventing o r faciiita ting coping at every step
This final sub-theme helps to make sense of the paradox between girls cutting-off their 
experiences and feelings by keeping them internal and yet needing to let them out. 
Throughout the transition of moving into temporary accommodation, the girls spoke 
about how adults, peers and services could either facilitate or prevent the process at a 
multitude of levels. For example, girls spoke about the role of peers in helping them
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cope with living with domestic violence and processing the effects of moving. All the 
girls reported that making new friends was the thing that made the transition easier for 
them despite difficulties in having to manage questions from them about their identity 
and background:
I kind of started a new college here like there's people there and there's this guy 
there and he's really sweet and like I kind of, told him that I'm living in hostel and 
stuff...he was really understanding (Darla).
Further examples included peers helping financially:
‘Cause I didn’t have any money, they [peers at school], they brought me um,
you know when there’s like those, before at break time those hot bread, nice
stuff (Ruby).
Regarding their parents and family, girls spoke about the physical presence of the 
perpetrator preventing help-seeking. Most of the girls also spoke about their mother’s 
emotional reaction and how this often prevented them from talking to them. This was in 
addition to the perceived helplessness and vulnerability of their mother that girls spoke 
about. This may be one explanation for the absence in the girls’ accounts of the 
mother’s role in managing threat after the move:
Like if I try and talk to my mum, she ]ust gets angry, you know anything that I 
say that she doesn’t, like she ]ust gets angry with me (Jessica).
I really didn’t want to talk to my mum, ‘cause I didn’t feel comfortable with that, 
‘cause I was little and I was scared and my mum was scared and she was upset 
so she would probably be angry and that with me (Ashley).
The role of extended family and siblings was often essential in facilitating distraction
and aiding coping and soothing of emotions:
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/ had a bad nightmare about my dad, what I don’t like speaking about, ‘cause it 
really makes me upset, and then Melissa [sister] kindly gave me something 
(Ruby). I
■ I
Services, such as the police were seen by some of the girls as making the situation 
worse and actually escalating threat, while for others the police were seen as facilitative 
and supportive of the transition away from domestic violence. Other services such as 
community domestic violence charities and refuge staff were seen as positive and 
helpful, but also sometimes as powerless. Staff were also perceived by the girls as able 
to facilitate or prevent access to toys and play, something the girls felt were necessary 
to their coping process:
That ]ust made things much worse, the police coming so I wish I never phoned 
the police (Ashley).
Sometimes it’s just like frustrating when like you want them [staff] to do 
something but they can’t or they won’t (Jessica).
Considering what they would have liked to have been different and what they felt other 
children may benefit from in the future, all the girls spoke about the importance of 
others and the desire to be supported and have frequent, consistent care from services. 
It seemed that all the girls were concerned about the availability, consistency and that 
frequency of someone to talk to, rather than whom that person actually was:
[On asking what people could do] Get me back in to NSPCC (Ruby).
[Cn asking what could have been different] It could have been more people 
■ around, to talk, to and to, like, make me happy...‘cause like there was hardly any 
people (Ashley).
Well there- the staff there like really good ‘cause you can ]ust like say to them, 
oh can I talk to you and they’ll say yeah give me five minutes if like they’re really 
busy, but If they’re not they’ll]ust go yeah (Jessica).
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[When asked what has helped her talk about things more] What like talk about 
like all what’s happened? Like them, them [friends] understanding and stuff 
(Rhiannon).
Although the analyses of the girls’ experiences of moving into temporary 
accommodation have been presented by discussing separate sub-themes, many of 
these themes appear intertwined as discussed further below.
4. DISCUSSION
4.1 Overview
This study set out to examine how adolescent girls experience the transition into 
temporary accommodation after exposure to domestic violence. Analysis of the 
transcripts using I PA identified three master themes: (1) ‘the transition into a whole new 
world with loss and change - out of their hands’, (2) ‘the relentlessness of feeling unsafe 
and uncertain, and (3) ‘coping with the transition - at the mercy of their environment and 
the actions of others’. It is important to note that many of the sub-themes within the 
master themes appeared intertwined and connected. For example, transcending all the 
themes was a sense of powerlessness and lack of control experienced by the girls. 
Taken together, the findings suggest that for these girls moving into temporary 
accommodation following exposure to domestic violence did not result in an increase in 
their sense of safety and security. In fact, the girls believed this situation posed a range 
of new threats and dangers they had not anticipated or experienced before. The girls 
described the transition into temporary accommodation as having a wide-ranging 
impact on their internal and external functioning. Furthermore, they experienced their 
relationship with others in their environment as either facilitative or preventative in 
managing this transition.
A discussion regarding how each of the master themes link to existing research and 
theory, will now follow. Where appropriate, reference will be made to interconnecting 
themes to illuminate the findings for the reader. The therapeutic and service 
implications of this study, ideas for future research, and the limitations of the present 
study, will also be considered.
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4.2 Theme One: The Transition into a Whole New World with Loss and Change - 
Out of their Hands
All the girls spoke about the move into temporary accommodation as a sudden move 
into a completely new environment that happened without warning. It could be 
interesting therefore, to consider this move as a psychosocial transition since a familiar 
world has suddenly become unfamiliar in a short space of time with little chance for 
preparation (Parkes, 1993). We could also see the move as a traumatic event in its own 
right if by traumatic ‘we mean any experience that by its occurrence has threatened the 
health or well-being of the individual’ (B re win et al., 1996, p.675). The girls clearly 
talked about threat to their well-being before, during and after the transition (see master 
theme two). Thus the girls’ views support existing research which suggests the 
transition into temporary accommodation can be seen as a different and potentially 
traumatic event in itself, aside from exposure to domestic violence (Holt et al., 2008; 
Sopczyk, 2007; van de Kolk et al., 1996). It seems useful therefore for future research 
to recognise the transition into temporary accommodation as a distinct experience from 
exposure to domestic violence.
In addition to describing the environment as different, all the girls spoke about further 
stressors and threats associated with living in temporary accommodation. Rutter’s 
(1981) cumulative stressor hypothesis seems to provide a useful framework that can 
explain the girls’ reported high levels of stress as an accumulation of many difficult 
stressors associated with moving into temporary accommodation.
The girls all spoke about multiple losses as a result of the transition into temporary 
accommodation. Although the theory of psychosocial transition was initially developed 
to explain the process of bereavement, it may be a useful framework to consider given 
that the range and level of losses the girls experienced in this study mirrors something 
similar to bereavement (Parkes, 1993). This sense of loss expressed by the girls 
supports the small amount of existing research asking children about their experiences 
of temporary accommodation (e.g. Sopczyk, 2007). In line with Sopczyk (2007), several 
of the girls referred to the loss of their father. However this was not the case for all the 
girls in this study. The relevance of this loss may have been influenced by whether the 
perpetrator was the girl’s biological father and their attachment to them (Osofsky, 1999). 
For all the girls in this study however, the loss of physical space and privacy appeared
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to be central to their stories of adjustment. It may be that this was particularly important 
given that this group of girls were in latency to mid-adolescence. It is noted that 
adolescents go though many transitions and have distinct needs, such as needing 
increased time to themselves and space away from their primary caregiver (e.g. Allen & 
Land, 1999). All the girls in the study spoke about the resultant loss of physical space 
having a significant impact on their ability to think things through and process them. The 
trauma literature suggests that emotional processing needs to occur following stressful 
or traumatic events; this requires time, space and the support of others in order to 
reduce negative feelings and enable a sense of safety and control to be restored 
(B re win et al., 1996; Schore, 2001; van der Kolk et al., 1996). Parkes (1993) agrees 
that individuals need the opportunity to review the changes between the ‘world that is’ 
and the ‘world that has been’ after a psychosocial transition. Therefore, this loss of 
space may have resulted in these girls not having the optimal conditions to process 
their transition into temporary accommodation. In line with this, all the girls spoke about 
space being critical in coping and managing the transition (see master theme three).
In addition to the loss of physical space, all the girls spoke about the loss of friends. 
Although mentioned in existing research (e.g. Sopczyk, 2007), it is important to 
consider the consequences of this loss for girls in latency to mid-adolescence. 
Adolescence is a time when children move away from relying on their primary 
caregivers and increasingly turn to friends for support and guidance (Schaffer, 2004). 
Further, we know from research that children without a support network of friends are 
more likely to develop depression (Goodyear et al., 1989) and this is especially true for 
adolescent girls (Perry & Pauletti, 2011). All the girls spoke about the loss of emotional 
support from their friends limiting their ability to cope with the transition (see master 
theme three). This is in line with research suggesting that many protective factors may 
disappear as a result of the move into temporary accommodation (Wolfe et al., 2003) 
and it is therefore important to consider the implications for these girls. Utilising a 
resource loss model (Cloitre et al., 2006) we could hypothesise that due to the 
experience of growing up in an environment of being exposed to domestic violence, 
these girls may have had less opportunity to learn and develop a range of coping 
mechanisms. The move into temporary accommodation could be seen as removing the 
few resources the girls did have to manage the experience.
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The transition into temporary accommodation can thus be viewed as a psychosocial 
transition and a traumatic event in its own right, separate to that of being exposed to 
domestic violence. What this group of girls indicate is that at least some of their existing 
resources to enable the processing of this transition (e.g. physical space and emotional 
support from their friends) have been removed. Therefore, the environment of 
temporary accommodation can be seen as possibly inhibiting the girls’ capacity to 
emotionally process the transition.
4.3 Theme Two: The Relentlessness of Feeling Unsafe and Uncertain
All the girls described their environment as an unsafe one, filled with uncertainties. It 
seemed that although the girls felt an increased physical safeness initially, the threat of 
the perpetrator reappearing in their lives remained and affected this initial safeness. 
Moreover, moving into temporary accommodation was associated with additional and 
different sources of threat (e.g. being caught out lying about where they lived by new 
peers). Therefore, any safety felt by the girls was experienced as extremely vulnerable. 
This does not fit in with previous findings suggesting that children experience the refuge 
environment as safe (e.g. Sopczyk, 2007). Sopczyk (2007) however notes that the 
particular refuge she spent time in was unique in the level of detail it afforded to safety 
measures, which may have impacted on the sense of safety felt by the children in her 
study. She also noted that in cases where the children had been exposed to extreme 
violence, they were still fearful of the perpetrator reappearing. It may be that the girls’ 
reported level of fear in the current study was influenced by the extent of violence 
experienced at home. Indeed four out of five girls in this study reported being sexually 
and/or physically abused themselves. Whilst there has been mixed findings regarding 
whether the combination of being exposed to domestic violence as well as being 
directly abused as a child leads to more severe outcomes (Kitzmann et al., 2003; 
Markwald, 1997 as cited in Carlson, 2000), it cannot be discounted as potentially 
influencing the levels of continued fear these girls reported.
However, apart from the ongoing threat from the perpetrator, the girls identified a 
number of additional fears and uncertainties about their new environment. Their 
experiences of living in an unsafe and uncertain environment may be best described by 
Mason’s (1993) concept of ‘unsafe uncertainty’, which he adapted from prior research in 
social psychology regarding the concepts of certainty and safety. ‘Unsafe uncertainty’ is
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described by Mason as an environment where individuals experience misgivings about 
the present and the future, describe relationships as tenuous, often feel they do not 
know what to do, and experience a constant sense of insecurity. Indeed, considering 
relationships, the girls in the present study often experienced others (e.g. their mother) 
as helpless in managing the continued fear and uncertainty they felt (see master theme 
three). Further, the girls described a sense of uncertainty that arose from many 
unanswered questions and confusions over others’ (e.g. the perpetrator’s) behaviour 
and their new environment: ‘Why does it have to be this way?’. Their confusion could 
also be seen to reflect a discrepancy between a world that ‘is’ and a world that ‘should 
be’ which Parkes (1993) discusses in his theory of psychosocial transition.
All the girls spoke about a range of consequences of living in an unsafe and uncertain 
world, including experiencing a range of intense and pervasive emotions. For example, 
the girls described difficulties with motivation and concentration at school and a range 
of other functional difficulties such as bed-wetting. Parkes’ (1993) psychosocial 
transition theory provides a framework to explain the consequences of when a familiar 
world suddenly becomes unfamiliar, including impairment of concentration and memory. 
The girls were clear in distinguishing between what they believed to be the effects of 
the transition into temporary accommodation aside from the effects of being exposed to 
domestic violence. Given the continued threat- and fear-based environment these girls 
reported in temporary accommodation, it is perhaps not surprising that some of the 
reported effects of moving were consistent with findings from research on the effects of 
being exposed to domestic violence (e.g. Carlson, 2000; Holt et al., 2008; Kennedy et 
al., 2010; McGee, 2000). Concerns have been raised that quantitative research 
measuring the impact of exposure to domestic violence by using samples from 
temporary accommodation is likely to actually be measuring both the impact of 
exposure to domestic violence, and the impact of the transition and adjustment into 
temporary accommodation (see Holt et al., for a review). The current study supports 
these concerns.
From the perspective of both the theory of psychosocial transition (Parkes, 1993) and 
an information processing model (B re win et a i, 1996; B re win et al., 2010), the effect of 
strong emotions (e.g. guilt) and living in an environment of fear can influence and 
prevent adjustment to, and the emotional processing of, stressful events. Further, it is 
known that living in an environment of fear has consequences for the developing brain, 
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such as impacting the development of structures which are necessary for managing 
and processing stressful events (e.g. Beilis et al., 2005; Schore, 2001). For these 
reasons, moving into temporary accommodation has the potential to result in a number 
of profound consequences for children, including an impact on their choice of coping 
mechanisms as will now be discussed.
4.4 Theme Three: Coping with the Transition -  At the Mercy of their Environment 
and the Actions of Others
The role of others was reported by all the girls as essential in facilitating, containing or 
prohibiting the process of adapting to the transition into temporary accommodation. The 
girls seemed to be living in a paradoxical world where they had a desire and need to 
talk, but were avoidant of doing so because of a range of influences in their 
environment (e.g. the perceived effect it would have on their mothers). Turning to 
attachment theory (Ainsworth & Bowlby, 1991) it is useful to consider the girls’ 
avoidance as an insecure attachment strategy used to maintain their attachment with 
their primary care giver and reduce the likelihood of rejection (e.g. Crittenden, 1992; 
Dallos & Vetere, 2009). Research suggests that chiidren exposed to traumatic events, 
particularly by their care givers (e.g. the perpetrator of domestic violence) can suffer 
attachment difficulties (Schore, 2001). It is also known that mothers themselves are 
likely to be traumatised by domestic violence and may not be able to provide a 
consistent, available relationship to their child either before or after the transition to 
temporary accommodation (Mullender et al., 2002; Osofsky, 1999). Thus we can see 
why these girls may be engaging in the coping strategies they reported which are 
similar to those found in existing research (e.g. Sopczyk, 2007).
With regard to avoidance, the concept of the "conspiracy of silence’ (Humphrey’s et al., 
2006) suggests that mothers do not talk to their children and vice versa due to both 
wanting to protect the other from further distress. The implications of this for children 
may be that any potential effects of events they are exposed to are not recognised and 
they are left managing difficult emotions alone (Humphreys et al., 2006). This research 
adds additional insight into this ‘conspiracy of silence’ by highlighting the girls not only 
concerned themselves with the protection of their mother’s distress, but also the 
protection of her integrity (e.g. her honour, pride or reliability). Some of the girls also 
protected their own integrity and that of the perpetrator. The presence of feeling a need
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to protect the integrity of others and the self suggests that some of the girls felt shame 
regarding their own and others’ actions. Indeed, when the girls spoke about not going to 
their mothers for support, this was sometimes due to feeling ashamed of what had 
happened (e.g. bed-wetting). Whilst some studies have referred to shame as one of the 
emotions experienced when living in temporary accommodation (e.g. Saunders, 1995), 
it should be recognised that shame may have different consequences to fear-based 
emotions. As Lee and Scragg (2001) state, shame can ‘affect the experience of the self 
and social behaviour, contribute to later psychopathology, affect help-seeking and 
impede emotional processing’ (p.452). The current study highlights the role that shame 
may play within the ‘conspiracy of silence’ between the mother and child. Given the 
consequences of both shame and maintaining a ‘conspiracy of silence’, the current 
study supports the value of facilitating the mother-child relationship (Humphreys et al., 
2006; Jarvis et al., 1995; Saunders, 1995; Sopczyk, 2007).
Given the potential vulnerability of the mother-child relationship, it is not surprising that 
girls appeared to desire an alternative person to talk to. The benefit of talking to refuge 
staff and child workers when opportunities were provided was clear in the girls’ 
accounts. The availability, consistency and characteristics of an individual seemed to 
matter more to these girls than who the person actually was. However, the desired 
frequency and availability of opportunities for talking appeared to be lacking for all the 
girls. Both research and theory propose that the impact of being exposed to domestic 
violence can be buffered by a, secure attachment (Crittenden et al., 1989; Davies & 
Cummings, 1994). Similarly, one could assume that a secure attachment relationship 
would help to buffer the effects of moving into temporary accommodation within this 
context. Instead, it seems from the current findings that either the absence of a 
consistent, available figure to talk to or the absence of a suitable environment to talk in, 
resulted in the girls coping and managing the transition by cutting-off or avoiding their 
emotions. Talking repeatedly about an event is known to aid the emotional processing 
of it (e.g. van der Kolk et al., 1996). Thus the importance of ensuring girls are facilitated 
to talk about their experiences if they chose to, is highlighted. This is in line with existing 
research that suggests children are able to make a decision about whether or not they 
talk about their experiences, if given the right environment and support to do so (e.g. 
Mullender etal., 2002).
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4.5 No Control
Overarching the three master themes was the finding that all the girls believed they had 
no choice and were helpless during the transition and adjustment into temporary 
accommodation. Further, the girls frequently viewed others as such. For example, 
mothers and staff were sometimes seen as helpless in managing threat and the unsafe, 
uncertain environment girls experienced in temporary accommodation. Seligman’s 
theory of learned helplessness (1975) refers to when an individual behaves in a 
helpless or passive way to avoid an unpleasant outcome to which they have been 
subjected. The individual continues to act helplessly even when opportunity is restored 
for them to help themselves. The girls in the current study may have learnt that 
whatever they do, it makes no difference to the outcome. This could explain why the 
girls did not appear to make attempts to change their situation, and why they reported a 
belief that they just had to ‘get on with it’. The theory of learned helplessness 
hypothesises that having a perceived absence of control over the outcome of a situation 
can result in mental health difficulties, particularly depression (Seligman, 1975). This is 
especially important if we consider that at around the age of 13 adolescent girls become 
increasingly at risk of developing depression compared with their male counterparts 
(e.g. Galambos etal., 2009 as cited in Perry & Pauletti, 2011). If we also consider that a 
transition itself can increase feelings of helplessness (Parkes, 1993), then girls in 
latency to mid-adolescence going through the transition into temporary accommodation 
may be at particular risk of developing depression.
4.6 Implications for Therapeutic Work and Service Deveiopment
The aim of this study was to develop a rich, meaningful account of how adolescent girls 
experience the transition into temporary accommodation after exposure to domestic 
violence. Considering the implications for clinical practice, an overarching approach of 
building up girls’ resources (e.g. a network of friends) would seem beneficial if we 
consider a resource-loss model (Cloitre et al., 2006). In addition, several points that are 
relevant to clinical practice when working with this particular group of girls in latency to 
mid-adolescence were identified. This study suggests that the environment of 
temporary accommodation (e.g. loss of physical space, loss of emotional support from 
friends and continued threat) may inhibit girls’ capacity to emotionally process the 
transition. This is likely to be further exacerbated by the use of avoidant attachment
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strategies (e.g. avoidance of talking to their mothers). Experiencing a stressful or 
traumatic event such as the transition into temporary accommodation, does not mean a 
child is certain to develop a later psychological disorder (e.g. Kitzmann et al., 2003). 
However, without the opportunity to emotionally process events such as these, girls 
similar to the group in this study who have moved into temporary accommodation 
following exposure to domestic violence are likely to be at risk of developing emotional 
difficulties later in life (van der Kolk et al., 1996). The findings of the current study 
suggest that the environment of temporary accommodation may inhibit girls’ capacity to 
engage in emotional processing and suggest a need to provide a safe enough 
environment and enough opportunities for girls to talk within this context. Any 
intervention addressing this would also need to hold in mind the attachment strategies 
used by girls of this age. Further, we need to listen to girls’ wishes and need for space 
(both physically and mentally) in order to allow them to process their experiences within 
the environment of temporary accommodation. It is important not to pathologise the 
reaction of girls in this context and instead consider their needs and make attempts to 
meet them (Mullender et al., 2002).
The girls in the present study expressed a need to be supported through the process of 
moving into temporary accommodation by having individuals to talk to and listen to 
them. We know from previous research (e.g. Mullender etal., 2002; Osofsky, 1999) that 
mothers may not be able to listen to their children at the time of the transition for a 
variety of reasons as discussed above. This study also highlights that it is often not 
possible for children to speak to friends after moving. Thus, although the mother-child 
relationship should be a focus for intervention, it is clear that we need to provide girls 
with alternative and additional support whilst mothers are aided to take on this role 
themselves. Importantly, these girls say they need consistent, available individuals to 
talk to and that it is listening that is important rather than intervening per se. The 
implication here is whoever these individuals are, these girls express a need for more 
contact and time with them throughout the transition into temporary accommodation. An 
important point is that all the girls in the current study experienced a sense of agency in 
what they ‘let out’ via talking and found opportunities to talk beneficial. Thus, giving girls 
more opportunities to talk may not only increase their sense of agency in this transition 
and thus help them move away from a position of learned helplessness, but it may also 
aid the emotional processing of the transition which could minimise any potential impact
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on them (e.g. van der Kolk et al., 1996). This may be especially pertinent for adolescent 
girls if we consider their risks of developing depression (Galambos et al., 2009 as cited 
in Perry & Pauletti, 2011).
It appeared that the girls’ lack of agency was compounded by their many unanswered 
questions and the mixed messages received from others. These girls have been 
exposed to experiences many adults will never face in their lifetime. Thus, information 
about the reality of the situation and transparency about the roles and limitations of 
others would seem to be helpful at this transition point. The results from the current 
study support the value of working towards a position of ‘safe uncertainty’ (Mason, 
1993). This is an environment where a mutual, collaborative stance is created with 
children and there is a move from trying to achieve a ‘certainty of fit’ and ‘knowing how 
things should be’ to feeling safety within an inevitable uncertainty (p. 194). For example, 
girls could be involved in the safety planning within temporary accommodation, given 
that many are involved in managing safety in the home prior to any move (Mulender et 
al., 2002). This needs to be done however by suitably qualified individuals within the 
context of paying attention to the attachment needs of girls (Dallos & Vetere, 2009).
4.7 Methodological Limitations and Future Research
The findings of this study are a result of a co-creation between the girls and the 
researcher. Whilst the aim of this study was to produce a rich and meaningful insight 
into a particular perspective, it should be acknowledged that the result is a set of 
findings which may be only relevant to individuals from a comparable, local population 
(Smith et al., 2009). A possible limitation of the current study was that despite the initial 
set-up of interviews, one girl still positioned the researcher as a counsellor and said at 
the end of the interview she was anxious she was going to be asked about her father. 
This may have influenced what she discussed in her interview.
The aim of this study was to obtain a rich and detailed account of a phenomenon; 
however, the researcher considered that the inclusion of five participants limited the 
amount of detail that could be presented within the confines of the present study. 
Indeed, although all five transcripts were analysed separately and In-depth, developing 
master themes across all the accounts ultimately resulted In the loss of detail. For 
example, the current study included an interview with a girl from an Asian background.
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Some cultural references were mentioned as affecting her future and sources of threat. 
However, these nuances were lost when working across all five transcripts. Following 
this process of abstraction, the researcher draws attention to the use of case studies 
when using I PA (Smith et al., 2009) to allow reporting of the quality and depth of an 
experience of a phenomenon at a particular time point in an individual’s life; this should 
be a consideration of future research in this area.
The study interviewed girls that were both currently residing in temporary 
accommodation and girls who had left a short time ago. Whilst not something 
highlighted in results of the present study, it may be interesting to gain the views of girls 
after they have left temporary accommodation, separately from those currently 
managing the transition in order to obtain a different perspective. It is known that living 
in an environment of threat and fear can compromise an individual’s ability to think and 
reflect (e.g. van der Kolk et al., 1996). It may be that by obtaining the views of 
adolescent girls within a safer environment, further insights into what they need during 
this transition can be identified.
A final possible limitation was that data collection involved interviewing girls living in 
refuges as well as other forms of temporary accommodation. There were different 
expectations apparent within the girls’ stories for where support should come from (i.e. 
from within the refuge setting or from community charities). It could therefore be useful 
for future research to explore the experiences of children in refuges separate to those in 
other forms of temporary accommodation to highlight the richness of different 
experiences.
This was the first study to the researcher’s knowledge that looked at obtaining 
adolescent girls’ experiences of the transition into temporary accommodation. The 
implications of this transition for girls in latency to mid-adolescence and other groups of 
children needs to be better understood, including an increase in longitudinal research. 
Future work is needed to establish what support can be put in place for children to 
process the transition, alongside interventions that may focus on developing the 
mother-child relationship and addressing the impact of exposure to domestic violence 
itself.
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4.8 Final Reflections
The process of completing this research has enabled me to develop both personally 
and professionally. I was struck by the amount of detail and length of the accounts the 
girls gave in interviews. Contrary to possible expectations, the youngest participant 
gave one of the longest accounts. I thought about how my own background, growing up 
with foster children from diverse backgrounds, gave me skills to subtlety change the 
process of interviewing and my language use to take account of the different ethnicities, 
social classes and ages of the participants. I feel this enabled me to obtain a 
consistently rich amount of detail in interviews. I believe my genuine curiosity and skills 
in active listening developed from my time working in a family therapy team, enabled 
the girls to talk openly without fear of judgement. Further, accepting and owning my 
cultural naivety allowed me to try and understand the nuances of what the transition 
was like for girls from a particular ethnic background.
I am now more aware of my assumptions as a result of undertaking this research and 
my personal values where I see agency and empowerment for females as important. 
This impacted upon my analysis and subsequent clinical implications as I positioned 
mothers in a non-blaming position recognising the social inequality that exists at a 
multitude of levels in the UK and how this means the choices of women and children 
can be limited.
This study has provided a number of meaningful insights into girls' (10-16 years old) 
experiences of moving into temporary accommodation after being exposed to domestic 
violence. The impact of the temporary accommodation environment and the role of 
others were identified as key influences by these girls. These girls clearly state that for 
them, the move into temporary accommodation was a distinct experience from being 
exposed to domestic violence. They clearly identified a need for more opportunities to 
talk to people and for others to listen to them. This, in turn, would provide them with the 
best possible chance of processing these events.
Maybe this message and the last word should come from one of these girls; after all it is 
their voice this study aims to privilege:
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[Talking about the need for more people to talk to] If you don’t get that across 
then no one’s really going to bother, and then everybody would be really scared. 
You’ve have been through It and be worried and, just somehow get the 
message across (Ashley).
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Adolescent girls* expenences of the transition into temporary 
accommodation.
INFORMATION SHEET
My nameis Laura and I am a trainee Clinical Psychologist studying at the 
UniversKy of Surrey. As part of my three year training I am asked to do a
piece of research.
Why am I doino this research?
I would like to learn from you and other chNdrenabouthowyoufelt moving 
into a different place after living in a home where someone experienced 
domestic violence.
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Whv do > want to ask vou about these things?
I want to make sure that children are listened to so that 
their stories can help others understand what it is like 
moving after living vwth domestic violence. Hopefully 
this will help other children in the future to feel 
supported.
What will happen to me if I want to take part?
If you and your mum agree it is ok for you to take part, you will be asked to
come and have a talk with me. You can bring
someone \Mth you if you want to and you can stc^
the talk at any time using a special word that we 
agree together. You can stop talking to me 
whenever you want to.
Do I have to take part?
_ You do not have to take part -  it is up to you and ,
^  mum to decide if you want to. You can ask me any
y  questions before you make a decision. If you decide you
want to take part and then either you or your mum 
changes your mind that is fine too. If you want to take part, I will ask you 
and your mum to sign a consent form.
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W ill  w h a t w e  ta lk  a b o u t b e  k e p t c o n H d e n tia l?
Vkliat yo u  ta lk  a b o u t will b e  rec o rd e d  an d  w ritten up by
y j X  m e. I m ay w rite  s o m e  th ing s y o u  and o th er children have
\
'' sa id  do w n and o th er p e o p le  m ay read  th is  s o  th ey  can  
un derstand  w hat it's  like living in a  re fu g e , but n o -o n e  will 
be ab le  to  te ll it is you  that has ta lk e d  to  m e. This m ean s un less y o u  ch o o se  
to  have yo u r m um  present a t th e  in terview , she w ill not b e  ab le  to  kn o w  
w hat yo u  have sa id  to  m e, bu t yo u  can te ll an yo n e  w h a te v e r y o u  w ant to  
ab o u t our ta lk . T a p e  reco rd ing s will b e  d e le te d  on ce  I have ty p e d  up  w hat 
yo u  have sa id . I will store wmtten m ateria l in a  lo c k e d  cab in et and k e e p  it fo r  
ten ye ars  I f  I a m  w orried  a b o u t yo u  or so m e o n e  else I will have to  tell a  
m e m b e r o f  s ta f f  at the  charity so  th ey  can  m ake  sure vo u  are o k .
W h a t h a p p e n s  a fte r?
A fte r  w e  ta lk , y o u  m ay  fe e l u p set, sa d  or angry o r  you  
m ay not. If  yo u  fe e l like th is  or have  any q u estio n s  yo u  
shou ld  ta lk  to  m e o r y o u r m um  o r so m e o n e  at the re fu ge .
C o n ta c t In fo rm a tio n
Professa" Arlene Vetere 
Laura B o w y »  University of Surrey
university of Surrey Guildford
Guildford G U 2 7 X H
TH A N K  Y O U  FOR TH IN K IN G  A 8 0 U T T A K IN G  P A RT IN THIS  R E S E A R C H
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lIMVUNn'Ot
: S U R R B '
Adolescent girls' experiences of the transition Into temporary 
accommodation. 
INFORMATION SHEET
My name is Laura and I am a trainee Clinical Psychologist studying at 
the University of Surrey. As part of my three year training I have been 
asked to think about carrying out a piece of research. Your child is 
being invited to take part in this piece of research. Please take time 
to read the following information carefully and discuss it with others if 
you wish. Feel free to ask me if you would like more information. 
Take time to decide whether or not you wish your child to take part.
What is the purpose of the study?
I would like to learn from your child about how it felt moving into a 
temporary accommodation.
Why am I researching tills?
I am passionate about listening to children's experiences so that their 
stories can help others understand what it is like moving after living 
with domestic violence. Your child's views are under-researched and 
not widely understood. Doing this research will mean staff will be able 
to learn more about what has been helpful and unhelpful for girls 
living in this environment. I also hope that by doing this research it will 
lead to other services understanding more about how it feels for
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children to move into temporary accommodation and that 
improvements may be made so that children will feel more supported.
Does your child have to take part?
It is up to you and your child to decide whether or not they take part in 
this research. If you both agree your child can take part. I will ask you 
and your child to sign a consent form. You and/or your child are still 
free to withdraw without giving a reason, even after signing a consent 
form.
What will happen to your child if they take part?
Your child will be asked to come and have a talk with me about what 
it was like moving in to temporary accommodation. They can bring 
someone with them if they want to and can stop the talk at any time. 
Usually talks last around an hour and your child can chose not to 
answer any questions they do not want to.
Will this talk be confidential?
What your child talks about will be recorded and written up by me. I 
may write some things your child and other children have said down, 
and other people may read this so they can understand what it's like 
for children to live in temporary accommodation, but no-one will be 
able to tell it is your child that has talked to me. Any information about 
your child will have their name removed so that they cannot be 
recognised. This means unless your child chooses to have you 
present at the interview, you will not be able to know what they have 
said to me. Tape recordings will be permanently deleted once I have 
typed up what your child has said. I will store written material in a 
locked cabinet. This will be destroyed by shredding after ten years. If 
1 am worried about your child or someone else, I will have to tell a
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member of staff at the charity and yourself so I am sure your child is 
ok.
Therefore apart from me your child's identity will remain anonymous. 
What happens after?
After the interview your child may feel upset. It is important that they 
talk to one of the staff at the charity or yourself if they do. Staff will be 
aware your child has been for an interview and will be on hand to 
offer support. If you or your child has any questions following the 
interview, please leave a message for a member of staff to contact 
me and I will arrange to visit again.
Eventually I hope to write up the research and publish it as part of my 
Clinical Doctorate course. I may in the future also present my results 
at meetings. Your child will not be identifiable in any of these results 
or presentations.
What if I have a complaint?
If you have a complaint about the research or me, you should initially 
raise this with me. If you are still not happy, please contact a member 
of staff at the charity and my supervisor.
Contact for Further Information
Laura Bowyer Professor Arlene Vetere
University of Surrey (Supervisor)
Guildford University of Surrey
GU2 7XH Guildford
l.bowver@surrey.ac.uk GU2 7XH
8.vetere@surrev.ec.uk 
01483 682911
THANK YOU FOR TAKING THE TIME TO READ THIS
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In te iv îew  Schedule
Adolescent girls' experiences o f the transition into ternporary accom modation.
■ Introduction of self, procedure and rationale
■ Check consent form has been signed
■ Any questions
■ Demographics sheet completed?
1. To start with, it would be good to know a bit about you. Do you go to school? What's 
your favourite subject? What have you been doing today?
2. How are things for you here at the refuge/B&B? How long have you been staying here?
3. Can you tell me about what is was like before you moved here.
prompts:
People usuatli/- come to live in refugefBSBs when some d ifftu tt things have been 
happening at home.
I would be intere^ed in hearing about how things af home were before you moved 
here
If  relevant: Sometimes children who come to live in refuge^BSSs have seen their 
parents hitting each (dher or have seen or heard other types of violence/or have 
spoken abowt being hè or shouted at themselves
If relevant: how do you think your brother/sister found living at home before you 
moved here?
I m u ld  be interested in hearing stou t how things were at school before you moved 
here
Sometimes children can find it d ^ ftu lt to concentrate at school if they have 
difftu lties going on at home
I would be intere^ed to in hearing about how things were with your friends before 
you moved here
I would be interested in hearing what you did if you were upset or worried about 
things before you moved into the refug&'B&B
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How did you keep yourself safe? Did you have somewhere you could go? Someone 
fo fsiîk to?
4. I was wondering if you could tell me what it was like moving here.
Piompts:
Whet was easy/d iftu lt?
What made X  easiei/harder?
What was the best/worst thing about moving?
Often children have to change schools
If relevant: Can you te^ me how things have things been in your new school?
Sometimes the area where the refuge^B&B is can be very different to where 
someone used to live
5. Can you tell me what it was like at the start of you time at the refuge/B&B
Prompts:
What was helpful?
What was less helpful?
Did you struggle with anything here at the refuge/B&B?
I v/Quld be interested in hearing what you did if you were upset or worried about 
things after you moved into the refuge/B&B
Could anything have been different?
I would be interested to in hearing about how things were with your friends after you 
moved here
B. Can you tell me how you have managed these experiences?
Prompts:
Who could you tell, if anyone?
If you weren't able to tell anyone what do you think i^opped you being able to?
If you were able to talk to someone why? And why at that particular time?
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Couid anyone have done anything more to help you?
What coutd help other children going through similar things?
T.pebrief: Ok that is the end of all the questions that I wanted to ask you, thank you for 
answering them. I was wondering if there was anything I didn't ask that you wanted to tell 
me?
How did you find our meeting?
Do you want to ask me anything about what we have talked about today?
Was there anything you think I should not have asked?
Could I have done anything to have made you feel more comfortable?
Could I do anything better with the next girl that I talk to?
How are you feeling now? (Use distress monitoring sheet)
How do you think you will feel later?
Would you like me to tell someone howyou are feeling?
Do you have any other quesüons?
Thank you very much for taking the time to talk to me, if there is anything else you want to 
tell me or you have any questions then please let someone know here and I will either ring 
you or try and visit you next time 1 am here.
Give debrief sheet
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UNIVERSITY o r
CONSBIT FORM 
Adolescent girls’ experiences of the transition Into temporary 
accommodation. 
^ame of researcher Laura Bowyer
* Laura would like to talk to me about what happened to me 
when I was at home and what it was like moving into a different 
place to live.
# Laura gave me some information to read with my mum. I
I may get upset talking about moving and if I want to I can stop 
talking to Laura at any time.
I was able to ask Laura any questions I had.
Laura will record what we talked about and write it up.
I can tell anyone I want to about what we talk about.
Laura will not use my real name so that other people do not 
know that she is writing about me.
I can say 'no' to this.
Laura will not mind if I say no.
This will not affect any help I get.
If I say yes I can change my mind without having to say why.
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Mv decision:
I agree to take part in Laura's research 
OR
I do not want to take part in Laura's research 
My name:
My signature:
Today’s date:
Witnessed by:
Name:
Relationship to child:
(Researcher
Laura Bowyer 
University of Surrey 
Guildford 
GU2 7XH
l.bowver(@surrey.ac.uk
Date Signature
Professor Arlene Vetere 
University of Surrey 
Guildford 
GU2 7XH
a.vetere@surrey. ac.uk 
01483 882911
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UNIVERSITY OF
CONSENT FORM
Adolescent girls' experiences of the transition Into temporary 
accommodation.
Nameof PwenL
N«ime of ChB(t
Please Initial box
e) I cm flrm tfW  I hove reed erxi imderdwid the informoïlon sheet for the 
I hed opp«turWty to eek cpj«^lons.
b) that my ohild'e partlc%)atlon k  vot 
to v#x traw tN s et anytime, wMwut giving any
c) I understand that my child may fee! upset talking to Laura and that Laura 
will monitor her mood and stop the interview if she is worried about my 
child.
d) I agree for my child to take part in the above study.
Name of Parent Date Signature
Researcher
Laura Bowyer 
University of Surrey 
Guildford 
GÜ2 7XH
I .bo w  ver@surre V ,ac ,u k
Date Signature
Professor Arlene Vetere 
University of Surrey 
Guildford 
GU2 7XH
a .vetere @surrev .ac. uk 
01483 B82911
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Demographic Questions
Mother
A ge______________
Eth ni City_______________________________
Occupation___________________________
Previous living arrangements____________________________
e.g. rented housefflat, owner occupier, wilh reiatives or friends 
Who is at home?______________________________________
(Any famiiy/childran stiil at home?)
Current reiationship status (if in one)__________________________
e.g. singie, married, cohabiting, in a reiationship, but not cohabiting
About vour previous partnerfe)
♦ How many reiaïonships have you had since your child was bom ?,
How many relationships have you been in that have been abusive?__________
Length of time in reiationship that led you to come into temporary accommodation 
Month__________  Years__________
is he the biological father of (child’s name) YES/NO.
How much of (child's name)'s life was he living with you fo r? ,
Child
Age.
Gender____
School year. 
Ethnicity___
Jjucludingi current stay, how many times have they lived in temporary 
a c c ommo dation?______________
if multiple stays in temporary accommodation, how long on average have the stays 
been? __________
No. of siblings (please say if step brother or sisters)___________________________
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UNivi.Ksnv or
RI
Debrief Sheet
ThankyouverymuchforcomingloWkwithmetoday, By talking to me 
you have helpedme undersWnd what it has been like movkig Intowhem 
you live. By telllngmeyourstoryl hopethatotherpeoplewlllunderstand 
more about what it Is like for children moving Into temporary 
accommodation and that children In the future can be helped.
It may haveupsetyoutodaytalklngto metoday. It Is Important that you 
tell your mum, a member of staff, me or my supervisor If you feel upset 
so that they can help you. You can ask one of the staff to leave me a 
messageand I will call you back as soon as I can. You may also like to 
ring Chlldlinet^ phoning free C8C’' 1111 orvlslttheirwebslte:
%», riuldline.oro.ukto talk about anything on your mind.
Iwlll becoming back later nedyeartotell peoi^e what could help girls 
likeyoulnthefuturev/hen moving Intotemporaryaccommodatlon. I will 
Inviteyouandyourmum back to hearthts. Ifyouoinnotcomeback Iv/lll 
write a letter to you to let you know what I found out by talking to 
different girls about moving after living with domestic violence.
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Bowyer 
University of Surrey
My supervisors details:
Professor Arlene Vetere 
UniversÊy of Surrey 
Gull
GU27XH
I bowver#surrev.aci*
GU27XH
a.vetere(S:surr ev.ac.uk 
01483682911
was nice to meet you and thank you again for talking to me.
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U N iv i K S in o r
SURREY
Debrief Sheet
Thankyouverymuchforagreeinglhatyour child could come and talk 
with metoday. I^taiking to me your child has helped me understand 
what it has been like moving Into temporary accommodation. By telling 
me herstory I hope that other people will understand mo re about what It 
is llkefor girls movingintotemporary accommodation and that girls In 
the future can be helped.
II may have upsetyour child talklngto metoday, It is Importer# that they 
can talkto you, amember of staff, me or my supervisor iftheyfeel upset 
sothatthc can be supported. If you oryour child has any questions, 
youfthe can a^k one ofthestaffto leave me a message and I will call 
you back soon as I can. They may also like to ring Childline by 
phonlngfrei C8CC1111 or visit their website. childline.oro.ukto 
talk about anything on their mind
I will be discussing thefindings ofthis research with staff and others in 
the different places I have visited in around IBmonths time. You will be 
invitedback to hear aboutwhatthis research told us. Ifyou are unableto 
make it back, I will send you a summary of what this research found if 
you would like me to.
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Faculty of Arts and Human Sciences 
Ethics Committee
Chair's Action
Ref:
Name of Student: LAURA BOWYER
Title of Project: Working title: Girls’ perceptions of the 
transition into refuge life
Supervisor: Professor Arlene Vetere
Date of submission: 25 January 2010
Date of re-submission:
The above Project has been submitted to the FANS Ethics Committee,
Favourable ethical approval has now been granted
Signed: ià A a À
Adrian Co’ 
lair
Fe-b 2 .0^0Dated
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0  RB tett« of collateatüon - Windkms Internet bsploter
RE: letter of collaboration
F o W  Up. start by 01 July 2011, D i*  by 01 JulY 2011.
Sent
To: Bowye IK M« - AwhokwK
Cc I
CategotieK QR ywy
Kind Regards
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Sci± 05 July 2011 14:25
To: Bo'P'yer IK  Miss (PG/R - Ps^ 'chology]
Subject Ethics
Hi Laura and I k
Sorry it has taken me a bit of time to get back to you but I haven't been in
the oËce much. Hopefully the below will Gt with what you need to conGrm ethical appro\Til
from! I
The non-abusive parents were approached by our service to ascertain their 
initial thouglits about the idea of the research and consent gained for dieir 
contact details to be passed to the researchers. Explanations regarding tlie 
research, consent to engage, interview times etc were dien arranged between 
the non-abuisve parent and die researchers.
For those families partidpatiug &om the local Refuge, (giproaclied the
Manager of the Refuge and gained consent to pass tlie telephone number of the 
Refuge to the researches. Arrangements and suitability of family engagement 
was liaised between the Refuge and the researchers.
I hope this is ok and what you want. Let me know if you need anything else.
Looking forward to reading the Gnal piece!
Catch up soon,
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ARE YOU FEELIN6?
Distress Chart 
How do you feel?
HAPPY OK
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Appendix M:
Example of an excerpt from an annotated transcript^
At this point in the interview, the child had been talking about one of the residents being evicted 
from the refuge. This extract begins with the interviewer asking the child how they felt about this 
situation.
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Appendix N:
Excerpt from the researcher’s reflective diary
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Transcribed from audio reflective diary kept by the researcher:
29**^  September 2010 -  following an interview:
What I really noticed in this one was around adults lying, urn, the idea of 
deception and that kids aren’t stupid and they know when they’re being iied 
to...and whether that makes it worse of better [for the child] i don’t know but my 
assumption [before analysis] is that it makes it worse....I know that’s an 
assumption but that’s certainty like my initial gut reaction from this interview, um, 
and ]ust the different ways, more of a, much more of an internaiised way of 
coping with what, what she’d been through, um and I guess i ’ve done a second 
interview a couple of weeks ago and the reflections on that was that it was a 
harder interview, I felt like I was talking a iot more and not getting as much, 
although, 'cause I don’t know whether these, ‘cause the other girl was 16 
whether, whether they’ve had a chance to reflect, actually being asked to reflect 
back, whether that’s really difficult, um, something that I’ve only certainty done 
during training and I guess, yeah, i don’t know, whether thinking back on 
process and stuff and getting it to that deeper level which I think both of these 
two found a bit more difficult, i ’m not sure whether it was about the age and at 
10 finding it difficult -  I think that did show, um or whether that was, you know 
they were similar the 10 and the 16 year-oid, is it in terms of that’s how they 
cope with it, more of a shutting away and not thinking about it?.
February 23"^  ^2011 - during the process of analysis:
Just a quick reflection really about how hard I ’ve found it to um, kind of not 
bracket off my assumptions, actually that’s been not easier than i thought um, 
but as I expected, but what I didn’t find as hard or i didn’t think was going to find 
as hard is um separating the previous transcript off, and kind o f already 
desperate to kind of make those connections across transcripts and so, really 
noticing, I think in my exploratory comments don’t, the temptation to write the 
same thing as I’ve written in sort of other transcripts and having to be really 
aware and]ust um what was helpful um, was noting my um, er, oh i don’t know, 
for example like this thing with uncertainty, and ]ust noting that on a separate
227
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piece of paper to like kind of iike separate it and reaiiv [emphasis] having to 
concentrate on what’s being said and justifying it, whether what i want to write is 
genuinely for the new transcript or not.
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Appendix O:
Table showing emergent, sub-themes and master themes
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Sub-Themes Emergent Themes
a. The journey from the 
home -  out of their 
control
Sudden, chaotic, urgent, timing as crucial, 
increase in threat, limited options within no option 
for survival, perpetrator unaware, physical 
distance important, dependent upon presence of 
perpetrator, no choice or control over decision, 
consequences of staying.
b. A new world - 
change and difference 
with no control
W hole world changed, no choice over any of it, 
difference in rules, freedom, space, amenities, 
locality, amount of people, relative nature of 
difference, difference as positive and negative but 
not loss, difference in safety.
c. Losses as a result of 
moving
Loss of space and privacy, loss of home, loss of 
friends, loss of dad, consequences of loss of 
space, frustrating, stressful, loss of own world, 
loss of role, gain contact with friends, extended 
family, mum, loss of education, loss of residents, 
loss of basic functioning, loss as relative.
Master
Themes
Them e One: The  
Transition into 
W hole New  
World -  Out of 
their Hands
Them e Two: The  
Relentlessness 
of Feeling 
Unsafe and 
Uncertain
a. Trapped in an 
unsafe world
b. The relentlessness 
of uncertainty -  
confusion and 
unanswered questions
c. Consequences of 
living in an unsafe and 
uncertain world
Powerless, threat and fear and real, relentless 
and pervasive, safety and fear as vulnerable and 
relative, conflict and threat after move, fear of 
loss, fear of death, role of others escalating threat, 
role of others in safety.
Uncertainty over immediate and long term futures, 
uncertainty how to manage, uncertainty of trust, 
responsibility, uncertainty of others, confusion 
over domestic violence, child abuse mixed 
messages, different knowledge, upset, 
permanence of uncertainty.
Verbally and physically paralysed, nightmares -  
impossibility of sleep, thinking processes affected, 
low mood, flashbacks, wish to kill self, mirror of 
emotional and physical, anger, agitation, prevents 
seeking help, thoughts and feelings beyond 
control, permanent impact, low confidence fear 
preventing help seeking, permanence of feelings, 
complexity of emotions, questioning self identity, 
happy, anger at lack of permanence and change, 
family all crying, surprise, upset, affected by age, 
annoyance and exposed, betrayed, overwhelmed, 
sadness, shame, guilt, horrible, guilt and blame.
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M aster
Themes
Sub-Them es Em ergent Themes
a. Coping as a 
personal experience 
but one with no choice
No choice over whole process, powerless, 
helplessness before during and after move, 
habituation over time, idiosyncratic process 
affected by age, gender, characteristics, social 
class and previous experiences balancing of risks 
and consequences, frustration, anger, sadness, 
uniqueness of experience, need for choice, guilt, 
discrepancies between desires/morals and 
actions/ability, importance of self-soothing.
b. The interplay of 
protection, loyalty, fear 
and repercussions of 
talking to adults
Protecting the integrity and physical safeness of 
family and peers, loyalty and betrayal in order to 
maintain safety, consideration of consequences 
impacts help seeking, self soothing, embarrassed, 
locating responsibility in perpetrator/extended 
family versus seeing mum and dad as vulnerable.
c. The need to escape 
within escaping - both 
physically and mentally
The girl with no emotions, focus on others rather 
than self, keeping feelings and parts of self hidden 
to help others, disconnect of thoughts and feelings
Use of distraction, escape physically and 
emotionally, avoidance, consistency in context of 
change, shame.
d. The need to let it out 
and have space to 
process
Impossibility of forgetting, patchy, others and 
context facilitate this process, good to talk, lets 
everything out, nice, helpful, feeling better, 
changes internally, impact of not talking, trust and 
confidentiality, changes externally, essential 
nature of space for self and implications for loss of 
space in coping
e. The role of others in 
preventing or 
facilitating coping at 
every step
Role of others (police, NSPCC, friends, 
perpetrator) as facilitative or preventative in 
coping, talking, safety, choice and help seeking, 
understanding, validation, availability and 
presence of others as important, helplessness of 
others, anger, sadness, frustration, need for more 
support, unheard, in disclosure of abuse, locating 
blame in child.
Them e Three; 
Coping with the 
Transition -  At 
the Mercy of their 
Environment and 
the Actions of 
Others
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Poster presentation at the CPD annual conference and workshop. University of Surrey,
2010.
Evaluation of crisis and home treatment team: Listening to the service user
Year 2 
January 2010
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Evaluation of a Crisis and 
Home Treatment Team: 
Listening to the Service User
SURREY
Introduction
Criâsand Home TreatmentTeams {HIT} are muld- 
disciplinary teams ovaitable ?4 hours a day, 365 days 
of the year. They provide commimlty based 
assessment and treatment to those e^iperienetng 
acute mental health difficulties, acting asa 
'gatekeeper' to Inpatient care and offering an 
alternative to admlsston and facilitating early 
discharge (www.kmptnhs.uic}. HÎTsahn to reduce 
pressure on Impatient wards by 3QX (Gall, 2001),
Analysis of data from closed ended questions ird 
82.!^  of semdce users were sadshedwith staff,
with contact from the team but only 53.1% were 
sadsfted with Information availability. Analysts of data 
from open ended questloits indicated service users held 
staff attitudes as central to their satisfaction experience
References:
Oepar tment of Health. (2000). The p/ow A p W /o r  fwertmfni; apfan/or re/orm. London: Department of Healtl>.
Hopkins, C, & NIemlec, >. (2006). The development of an evaluabomquestionnaire from the Newcastle crisis 
assessment and home treatment service: finding a way to include the voices of individuals, iow no ' o f P iyci'iotitc otid
Mi'snx)!htaith Nuning, i  3 40-47. 
wxw.'.l inpt.nhs.uk. Retrieved 15/0/09 from: httpk/wtwv.kmpLnhs.ul /NetateCMÿ/paireid/Slô./'.vesl I ent.htnil
Laura Bovvvei 2 S /li/09
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Abstract: Qualitative Research Project
The impact that stress has on individuals has been well documented (McNerney, 1974). 
Whilst this has extended to investigating the impact it has on postgraduate students 
(e.g. Stecker, 2004), and parents undertaking study (Gigliotto, 2001), limited research 
has been conducted into understanding the experiences of parents undertaking clinical 
psychology doctoral training, in spite it being considered one of the more challenging 
postgraduate courses (Cushway, 1992).
Adopting a qualitative approach (Interpretative Phenomenological Analysis) the present 
study explored four parents’ experiences of clinical training. Five master themes relating 
to their experiences were identified, these included: Striking a Personal and 
Professional Balance, Self-Evaluation, Self and Family Adjustment, Coping 
Mechanisms and Looking to the Future.
The present findings are discussed in relation to previous research and consideration of 
the use of I PA is also reflected up. Implications and future research directions are 
considered in light of the present findings.
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